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The Federal Role in the Nation’s Health 


ELLIOT L. RICHARDSON 


ITH THE EXCEPTION of a flurry of 

health activities during and after World 
War I, the Federal Government played a very 
limited role in family and community health 
until the thirties. During the First World 
War, for example, the Public Health Service 
was authorized to provide extra-cantonment 
sanitation activities and to inaugurate a vene- 
real disease control program. And when the 
disastrous influenza pandemic hit the United 
States in 1918-19, Congress appropriated $1 
million to the Public Health Service to help 
suppress this disease. 

In the postwar period Federal health ac- 
tivities languished. Then the great depression 
of the early thirties brought the Social Secu- 
rity Act, which prepared the way for wider Fed- 
eral participation in public health activities. A 
substantiak program of grants-in-aid to the 
States for general public health purposes was 
authorized. Later, specialized programs for 
tuberculosis and venereal disease control were 
added. 

Despite these measures, the Federal invest- 
ment in public health and medical research 
was quite meager until World War IT. In 1940, 
for example, a year in which the Federal budg- 
et was $6.2 billion, only $3 million was spent 
for medical research and an additional $19 
million for all other health purposes, including 
grants to the States. 

At the onset of World War IT, with the mass 
tragedy of 1918’s influenza pandemic far from 
forgotten, there emerged a realization of the 





Mr. Richardson, Assistant Secretary of Health, 
Education, and Welfare, delivered this address May 
5, 1959, at the centennial meeting of the Kansas 
State Medical Society in Topeka, Kans. 
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vital roles that individual and collective health 
could and would play in the national security. 
In the early days of World War II the Federal 
Government quickly recognized that a healthy 
citizenry was vital to winning the war and 
that bold approaches to the prevention and cure 
of disease must have stimulus as well as sup- 
plementary financial support. 

In consequence, the now widely used cooper- 
ative approach to medical research was evolved 
by universities, foundations, industries, and 
government at local, State, and Federal levels— 
a pattern that deserves to flourish for a long 
time to come. 

I need not recount the dramatic medical 
achievements that have resulted from this co- 
operative approach to research during the past 
decade and a half. Never before in history has 
there been such an extraordinary accumula- 
tion of new medical knowledge and such a swift 
advance in technical methods and skills for the 
application of that knowledge. 

As a result, we now have in America a citi- 
zenry that is keenly interested in health and 
generally aware of what is available in medi- 
cine. The citizen, the consumer of the medical 
product, not only expects medical science to go 
forward at even a faster pace but also insists 
that the products, techniques, and skills that 
derive from current aclrievements be readily 
accessible to all who need them. Indeed, today 
the Federal Government is expected to be re- 
sponsive, to a degree unknown in any former 
time, to inexorable demands for medical and 
public health services which no single group 
acting alone could ever provide and which all 
groups in concert can barely meet. 

At almost every point in the spectrum which 
has at one end the development of new know!- 
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edge in the health field and at the other the 
financing of medical care, the Federal Govern- 
ment has already assumed some degree of re- 
sponsibility. That responsibility now includes 
participation with official and voluntary State 
and local agencies in the formulation of re- 
search policies in particular areas; the support 
of that research ; aid to professional and techni- 
cal education and training; assistance in the 
construction of new facilities and the renova- 
tion of old; help in the prevention and control 
of disease; consultation and funds to help insti- 
tutions to effect the most fruitful utilization of 
scientific and teaching faculties; financial aid 
to improve and expand institutions devoted to 
research and treatment ; and finally, cooperation 
in strengthening and complementing private 
and public systems of financing medical care. 

We cannot, therefore—even if we were in- 
clined to do so—start from scratch in attempt- 
ing to frame legislation designed to strengthen 
the capacity of the Federal Government to as- 
sist in dealing with the health problems of 
today and tomorrow. As we see it, our function 
is to take such additional action as may be 
necessary in a manner that will so far as pos- 
sible preserve and strengthen the pattern of 
Federal, State, local, and private cooperation 
that has worked so well in the past. My aim 
will thus be to show how we in the Department 
of Health, Education, and Welfare are attempt- 
ing to apply this approach to the problems in 
the field of health that seem to us most urgent. 
In so doing, I shall start with medical research, 
proceed from there to the needs of medical 
schools and related teaching institutions, de- 
scribe our present thinking with regard to med- 
ical care facilities, and conclude by touching 
briefly on the financing of medical care. 


Medical Research 


Amid all the vast array of urgently needed 
health, education, and welfare activities, medi- 
cal research today occupies a favored position. 
It is the only one of which the sole question 
asked is, How much can usefully be spent? A1- 
though expenditures for medical research still 
represent only about 4 percent of the Nation’s 
total investment in research and development, 
such expenditures have more than doubled in 
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The Federal Government’s 
share, meanwhile, has gone up by almost 300 
percent. 

This phenomenal growth in the support of 
medical science has, of course, been fed by the 


the last 5 years. 


. Each 
new discovery reinforces the public demand for 
still faster progress in the conquest of the crip- 
plers and killers that are mankind’s most an- 
cient enemies. The consequences, however, for 
medical education and for the private agencies 
and organizations actively concerned with med- 
ical research, as well as for Government, are 
so significant and far-reaching as to cry out for 
careful study and evaluation. To make such 
a study, former Secretary of Health, Educa- 
tion, and Welfare Marion B. Folsom in 1957 
appointed a committee of distinguished con- 
sultants under the chairmanship of Dr. Stan- 
hope Bayne-Jones, formerly dean of the Yale 
University School of Medicine and technical 
director of research, Office of the Surgeon Gen- 
eral of the Army. The committee presented its 
report, now generally referred to as the Bayne- 
Jones Report, in June 1958. 

Over the past 4 months Secretary Flemming 
has devoted considerable time with the Surgeon 
General of the Public Health Service and the 
director of the National Institutes of Health, 
Public Health Service, and their staffs, to study- 
ing the full implications of this report. He has 
also reviewed the data obtained from a supple- 
mentary study of 20 medical schools conducted 
by the National Institutes of Health. 

On the basis of these data it has been possible 
to project the probable rate of growth in ex- 
penditures for medical research and to formu- 
late as a long-range national goal for such re- 
search a total annual expenditure of $1 billion 
by 1967. We assume, as a guide for national 
action, that the support of medical research 
should continue to be divided almost equally 
between Federal and non-Federal sources. It 
is expected, moreover, that the present pattern 
of support within the Federal Government will 
be generally maintained, with the National In- 
stitutes of Health providing most of the Federal 
share. This would mean an increase in National 
Institutes of Health expenditures for research 
from $209 million in fiscal 1959 to an annual 
rate of about $350 million by 1967. 


very achievements of medical science. 
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Apart from their significance in establishing 
long-range goals, these studies have reinforced 
our firm belief that research, education, and 
training are inherently inseparable and that a 
successful research and training effort for the 
Nation as a whole must be securely grounded 
upon a sound educational base. For this reason 
we are more concerned than ever about the 
urgency of immediate steps to correct the im- 
balance between medical research and educa- 
tion that has tended to result from the very 
magnitude of Federal research expenditures. 

Our analysis has, for example, confirmed the 
view that the National Institutes of Health 
should pay not only the direct costs of any re- 
search project which they support but should 
also pay whatever share of indirect costs, such 
as administrative salaries, heat, light and 
power, and maintenance of buildings, is fairly 
attributable to that project. Until this is done, 
each new project undertaken by a medical 
school will result in an additional drain on its 
operating funds, thereby weakening its capac- 
ity to carry out its teaching mission. Similarly, 
hospital care will suffer from the diversion of 
uncommitted income to the support of research. 
We propose, therefore, at the earliest oppor- 
tunity, to renew the fight to eliminate the lim- 
itation on the payment of indirect costs which 
for a number of years has been contained in 
our appropriations acts. 

A related problem concerns the very consid- 
erable number of medical school and hospital 
personnel whose salaries are being paid in full 
or in part out of research grant funds. Under 
existing law no assurance can be given that 
such funds will continue to be provided in pre- 
dictable amounts. The result is that no security 
of tenure and no firm career ladder in medical 
research can be offered to the men and women 
engaged in such projects. 

To remedy this and at the same time to make 
possible a degree of flexibility in the allocation 
of research funds with a minimum of red tape, 
we have under consideration recommendations 
for legislation that would authorize the allot- 
ment to the research institution of a percent- 
age of total research appropriations on an “in- 
stitutional grant” basis. To the extent, in other 
words, of say 15 percent of such appropria- 
tions, we would make allotments among re- 
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search institutions in a manner that would not 
require specific project applications and that 
would enable them to utilize the funds for the 
continuing work of their senior investigators. 


Grants for Professional Training 


In conjunction with its projection of future 
expenditures for medical research, the Bayne- 
Jones Report warned that the present shortages 
of professional and technical manpower are 
likely to grow even more critical as research 
demands increase. Larger numbers of well- 
trained professional people are going to be 
needed not only to conduct the search for new 
knowledge but to bring this knowledge to our 
rapidly expanding population in the form of 
better medical care. Speaking to the latter 
point, the Bayne-Jones group predicted, “A 
minimum of 14 or as many as 20 new medi- 
cal schools will have to be built (by 1970) if 
the existing number of physicians per 100,000 
population is not to fall.” 

The Public Health Service, with the help 
of a new advisory group headed by Frank 
Bane, former executive director of the Council 
of State Governments, is now systematically 
studying the whole question of the need for 
physicians and exploring the ways in which 
this need may be met. This study, together 
with the National Institutes of Health study 
of 20 medical schools and the Bayne-Jones 
Report, should provide a strong basis on which 
to develop national goals for medical educa- 
tion and research. 

The Federal Government, meanwhile, is al- 
ready making significant contributions toward 
the reduction of manpower shortages in the 
health field. The National Institutes of Health 
of the Public Health Service, for example, will 
spend in 1959 more than $60 million in stipends 
for individuals preparing for careers in medical 
research, for the support of traineeships for 
persons intending to become specialists in one 
of the fields covered by a categorical institute, 
in grants to teaching institutions for the sup- 
port of training courses, and for research fel- 
lowships. In addition, the Public Health Serv- 
ice is spending $57 million for training in water 
pollution control activities, advanced nursing, 
and other public health responsibilities. 


663 








Assistance to Research and Training Institutions 


All these programs—research grants, trainee- 
ships, fellowships, even training grants— 
amount in effect, so far as the research or teach- 
ing institution is concerned, to payments for the 
purchase or reimbursement of services. ‘To the 
extent that such payments are applied to activi- 
ties that the institution would in any case feel 
bound to undertake—and certainly a medical 
school would be obliged to support a certain 
amount of research even if no Federal grant 
program existed—they can of course be re- 
garded as aid to the institution. Yet it is 
equally clear that the research and research- 
related training programs now being carried 
out are much larger in volume and different in 
character than they would be if Federal funds 
were not available. Indeed, the programs 
would not be serving their purposes if this were 
not the case, for they were not designed pri- 
Fre- 
quently, in fact, as I have tried to make clear 
in discussing the need for the full payment of 
indirect costs and for institutional grants, the 
programs operate as burdens on the institution. 


marily for the assistance of institutions. 


We cannot escape, therefore, the obligation 
to face squarely the need for more direct forms 
of Federal assistance to health training and re- 
search institutions. For medical schools, den- 
tal schools, and schools of public health, partic- 
ularly, this need is becoming increasingly acute. 
As President Eisenhower stated in addressing 
the National Fund for Medical Education a year 
and a half ago: 


The rapid accumulation of new medical knowledge is 
flooding in like a tide in the Bay of Fundy. There is 
on all sides a mounting demand for health services by 
our communities. Under these demands, the medical 
schools in America today face inherited responsibilities 
beyond what they are financially able to meet. The 
medical progress of which we are so justly proud has 
involved these teaching institutions in a struggle for 
solvency and survival. 

The constantly widening scope and complexity of 
medical education has, within the space of a few dec- 
ades, quadrupled the cost of producing a qualified 
doctor. Tuition now pays but one-fifth of the student’s 
total education cost. 

Accordingly, there is—today—a great gap to close; 
the gap between the ceiling of medical school receipts 
from all sources and the racing increase in costs of 
teaching, research, and medical care. 


Under present law the only Federal program 
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that provides direct help to medical schools and 
kindred institutions is the program of match- 
ing funds for the construction of research facili- 
ties. First enacted in 1956 and extended in 
1958 until 1961, this program authorizes ex- 
penditures up to $30 million a year for build- 
ings used in the actual conduct of research, or 
for that part of a building to be devoted to re- 
search, but not for buildings or parts of build- 
ings used for teaching or administration. 
Although authority to make grants for the 
latter purpose has been advocated by the Ad- 
ministration in each of the last 3 years, Congress 
has not yet seen fit to grant it. Budgetary con- 
siderations permitting, we shall probably try 
again. Next time, however, we may modify our 
earlier proposals by suggesting that grants be 
restricted to buildings needed in order to expand 
enrollments or to prevent their reduction. 

So far as outright Federal grants for operat- 
ing purposes are concerned, the only benefici- 
aries at the present time are the 11 schools of 
public health. In recognition of the fact that 
most of their graduates enter public service, 
Congress passed a bill in 1958 authorizing 
grants to these schools in an aggregate amount 
of $1 million a year. The act was limited to 2 
years in duration and therefore expires in 1960. 
Assuming that it is to be extended, should it 
be confined to the schools of public health, be 
modified so as to restrict it to the support of 
special projects in public health training, or 
be expanded to include other types of teaching 
institutions in the health field? Should its 
significance as a precedent, in other words, be 
ignored, brought more nearly into line with the 
National Institutes of Health training grant 
programs, or extended? Most of us in the De- 
partment of Health, Education, and Welfare, 
especially those of us who have been wrestling 
with the needs of higher education as a whole, 
would hesitate long before recommending sim- 
ple extension. 


Aid to Institutions Providing Patient Care 


New weapons in the war against disease and 
training in their use are of little avail if we 
lack the facilities in which to employ them in 
caring for the sick. So great has been the 
need for such facilities, first as a result of the 
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wartime deferment of construction and now be- 
cause of the population boom, that the Federal 
Government has for more than 10 years been 
playing a major part in a nationwide coopera- 
tive program designed to meet this need. The 
Hill-Burton Act, which created the hospital 
survey and construction program in 1948, has 
been a tremendous success, particularly in 
building general hospitals. And yet most of 
the gain in new beds has been offset by in- 
creases in population, by obsolescence, and by 
the abandonment of old facilities as new facili- 
ties are constructed. Like Alice and the Red 
(Queen, we have had to run like blazes to stay 
in the same place. 

Eleven years ago we had about 60 percent 
of the general hospital beds we needed. Today, 
with the help of almost $1 billion in Federal 
funds and more than $2 billion in State, local, 
and private matching funds, 75 percent of the 
need for general hospital beds has been met. 
In addition, we now have 73 percent of the 
tuberculosis beds needed, as compared with 46 
percent in 1948. In mental hospital beds we 
have slipped from 55 percent of the need in 
1948 to 53 percent today. All in all, State 
plans show a remaining deficit of 888,000 hos- 
pital beds of all types and 323,000 nursing 
home beds. 

An equally pressing problem has been the 
rapid upward spiral in the costs of hospital 
care, more than 179 percent in a decade. The 
search for means of combating this rise has 
been a central purpose in the allocation of 
research and demonstration project funds— 
$1,200,000 annually—under the Hill-Burton 
program. In our view, the results of experi- 
mentation in “progressive patient care” are 
particularly promising. This is a pattern of 
services making use both of physical facilities 
and of medical and nursing personnel in the 
manner best suited to the needs of the individ- 
ual patient. It includes intensive care for 
critically ill patients, intermediate care for 
those requiring a moderate amount of service, 
self-care in a hotel type of setting for ambula- 
tory patients, and long-term care for the 
chronically ill in a homelike atmosphere 
with periodic evaluation of progress and 
rehabilitation. 

Concern with the high cost of hospitalization 
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also underlies much of our recent thinking with 
respect to improvements in the Hill-Burton 
program. In this connection we are laying 
particular stress on finding ways and means 
of making the diagnostic and treatment center 
category of the program more useful. As the 
Hill-Burton Act now stands, we can make 
grants for the construction of such centers only 
where the center is formally affiliated with a 
hospital. Although we have considered asking 
for the complete elimination of this require- 
ment, our present view is that it should be re- 
moved only for mental health clinies and diag- 
nostic and treatment centers in remote areas. 

The limitations of the Hill-Burton Act, how- 
ever, are not the major barrier to the construc- 
tion of more facilities for outpatient services. 
More important is the lack of readily available 
insurance against the cost of out-of-hospital 
care and treatment. It is heartening, therefore, 
that the health insurance industry has this 
problem under intensive study and has already 
taken a number of experimental steps toward 
providing such insurance. In addition to ma- 
jor medical expense insurance, which from its 
inception has been applicable to the costs of 
medical care wherever it may be provided, many 
insurance companies as well as Blue Shield 
plans now offer coverage against the costs of 
physicians’ services in the home or office. In 
the meanwhile, we are continuing to search for 
ways of encouraging faster progress in this 
direction. 

So far as facilities for acute care are con- 
cerned, the principal contribution of the Hill- 
Burton program has been toward the construc- 
tion of new hospitals. Rural communities 
altogether lacking in hospital beds have been the 
chief beneficiaries. Needed in addition, how- 
ever, is some form of assistance in financing the 
cost of repair and modernization of existing 
hospitals in urban areas. Several approaches 
to meeting this need are possible: earmarked 
grants, direct low-interest loans, mortgage in- 
surance, or some combination of the three. 
These approaches are all under study in the 
Department. In addition, we believe that we 
should continue to emphasize the importance 
of experimentation in measures designed to 
reduce the cost of hospitalization. For this pur- 
pose we are considering the merits of expand- 
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ing the research and demonstration author- 
ity of the Hill-Burton program so as to provide 
for direct grants—grants, in other words, not 
included in’ State allotments—for the build- 
ing of experimental structures. 

One other amendment to the Hill-Burton 
program that we expect to propose is motivated 
both by the aim of avoiding unnecessary hos- 
pitalization in high-cost institutions and by 
awareness of the continuing increase in the 
number of the aged. This amendment would 
consolidate the chronic-disease hospital and 
nursing-home categories of the program into a 
new “long-term caré facilities” category and 
increase the authorized appropriations for this 
category. For similar reasons we also support 
the provision in the pending housing bill of 
mortgage insurance for proprietary nursing- 
home construction, with assurance through 
State licensing agencies of adequate standards 
of care. 


Disease Prevention Programs 


Disease prevention programs are funda- 
mental activities of the Public Health Service 
in cooperation with State and local health de- 
partments. Although the acute communicable 
diseases have declined in prevalence, keeping 
them under control requires unrelenting vigi- 
lance. Yet the very success of public health 
techniques in curbing the acute contagions has 
been accompanied by a steady rise in the 
chronic diseases, especially those of the heart 
and arteries, cancer, diabetes, and the debilitat- 
ing disorders peculiar to old age. Research and 
epidemiological investigations into their causes, 
incidence, and cure are being conducted on a 
wide scale. So far as prevention is concerned, 
the greatest unmet need is in health education. 
Our efforts in this direction need intensifica- 
tion, and, if possible, the application of more 
vigor and imagination. 

High priority among preventive health ac- 
tivities must also be given to the problem of 
maintaining a healthful physical environment. 
Modern technology, urban growth, and indus- 
trialization are daily making this problem 
more acute. Water pollution, waste disposal, 
food and drug contamination, smoke and smog, 
and nuclear fallout present hazards to health 
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whose seriousness is not yet fully known. 
Radiation hazards in particular demand a com- 
prehensive approach, and the Budget Bureau 
now has under study the relative responsibili- 
ties of the Public Health Service and the 
Atomic Energy Commission in this field. In 
addition, we in the Department of Health, 
Education, and Welfare are considering the 
possible need for some form of assistance to the 
States in the exercise of their radiological 
health responsibilities. 


Financing the Costs of Medical Care 


Even after new knowledge has been won, 
doctors have been trained, facilities have been 
built, and everything possible has been done to 
prevent disease, there remains the problem of 
paying for medical care. Although we have 
reached new heights of prosperity in the United 
States, medical costs represent a serious prob- 
lem to many American families. In 1957, for 
example, about half of all the families in this 
country had incomes below $5,000 and one fam- 
ily in seven had an income below $2,000. As 
many as one-quarter of all American families 
today have no cash savings, and in 1958 it was 
estimated that more than half of our families 
had savings of less than $500. For these people 
the costs of long-term and other disabling ill- 
ness can be a crushing burden, particularly if 
the victim is the breadwinner. 

For most people voluntary health insurance 
represents the best means of meeting the costs 
of medical care. Preliminary estimates for 
December 1958 show that just over 121 million 
people, or 70 percent of the population, then had 
some form of hospital insurance. Ten years 
earlier, in December 1947, the 53 million per- 
sons with such protection represented 37 per- 
cent of the total population. 

There are, however, serious gaps in coverage 
of our older citizens, less than half of whom 
have any kind of health insurance. Summariz- 
ing an intensive study of this subject for the 
House Committee on Ways and Means, the De- 
partment of Health, Education, and Welfare 
last month reported : 

There is general agreement that a problem does exist. 
The rising cost of medical care, and particularly of 
hospital care, over the past decade has been felt by 
persons of all ages. Older persons have larger than 
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average medical care needs. As a group they use 
about two and a half times as much general hospital 
care as the average for persons under age 65, and they 
have special need for long-term institutional care. 
Their incomes are generally considerably lower than 
those of the rest of the population, and in many cases 
are either fixed or declining in amount. They have less 
opportunity than employed persons to spread the cost 
burden through health insurance. A larger propor- 
tion of the aged than of other persons must turn to 
public assistance for payment of their medical bills or 
rely on “free” care from hospitals and physicians. Be- 
cause both the number and proportion of older persons 
in the population are increasing, a satisfactory solution 
to the problem of paying for adequate medical care for 
the aged will become more rather than less important. 

In our society the existence of a problem does not 
necessarily indicate that action by the Federal Govern- 
ment is desirable. The basic question is: Should the 
Federal Government at this time undertake a new pro- 
gram to help pay the costs of hospital or medical care 
for the aged, or should it wait and see how effectively 
private health insurance can be expanded to provide 
the needed protection for older persons? 


The report itself does not attempt to answer 
this question, although it sets forth the argu- 
ments on both sides. Building on the data con- 
tained in the report, we are now trying to de- 
velop an answer. It is not an easy task, and I 
would not venture to predict where we will come 
out. One thing, however, is sure: before reach- 
ing any final conclusion we will seek opportuni- 
ties for consultation with representatives of the 
medical profession and other interested groups. 
This approach has helped to solve many health 
problems in the past, and we are confident that 
it will lead us to a sound solution of this one also. 

As the President has eloquently declared : 

A healthy citizenry is the first defense line of the 
Republic. A healthy citizenry is capable, in peacetime, 
of expanding our economy ; in times of critical tension, 
of carrying on without cracking or growing hysterical; 


in times of conflict, of showing the endurance and 
stamina upon which victories are built. 


Salaries of Local Public Health Workers 


Salaries of local public health workers con- 
tinued to increase between 1954 and 1958, but 
at a progressively lower rate than in the pre- 
vious 2 years, according to the latest survey. 
The study, the sixth since 1948, was spon- 
sored by the Public Health Service, the Ameri- 
can Public Health Association, the Association 
of State and Territorial Health Officers, and 
the National League for Nursing. 

Except for dentists and some sanitation per- 
sonnel, the increase in median salaries from 
1954 to 1958 ranged from 13 percent to 24 per- 
cent in local health units serving populations 
of 50,000 to 249,999, 

The highest rate of increase for 6 of the 
12 occupational groups studied—local health 
officers (medical), sanitary engineers, other 
sanitation personnel, professional laboratory 
workers, clinic nurses, and staff public health 
nurses—was in health units serving popula- 
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tions of 250,000 to 499,999, For the other 
six groups—other public health physicians, 
dentists, sanitarians, veterinarians, health edu- 
cators, and supervising public health nurses— 
the highest rate of increase was in units serving 
populations of 500,000 and over. 

The rates of salary increases were less uni- 
form in the largest health units than in the 
smallest. 

Data for 10-year comparisons are available 
for units in the 50,000-to-249,999 population 
class. Since 1948, the greatest increase, 74 
percent, has been for local health officers and 
the next greatest, 73 percent, for sanitary en- 
gineers. No decrease was recorded for any 
category of public health workers. 

Data are reported in “Salaries of Local 
Public Health Workers, August 1958,” Public 
Health Service Publication No. 656. (See an- 
nouncement of publication on p. 752.) 
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Snail Inhibitor 


Evidence that the algae characeae inhibit the 
snail host (Australorbis glabratus) of schisto- 
somiasis was reported in Brazil, where an estimated 
6 million persons are parasitized. Lair Remusat 
Renno, professor of botany of the University of 
Minas Gerais, stated that during 6 years of research, 
the snails have not been observed in water courses 
containing the algae characeae (Chara vulgaris). 
After the algae were seeded in heavily infested areas, 
the snails disappeared within a short time. Re- 
search is underway to isolate the property which 
repels snails. 

The findings were reported at the third national 
seminar of sanitary engineering professors, spon- 
sored by the Ministry of Education, the University 
of Minas Gerais, Servico Especial de Satde Publica, 
and the U.S. Operations Mission in Brazil, at Belo 
Horizonte in July 1958. 

—E. Ross Jenney. M.D.. chief, Health and Sanita- 


tion Division, U.S. Operations Mission, Brazil. 


The Early Rains 


Last October severe regional outbreaks of malaria 
occurred in Ethiopia in areas with elevations of 
5.000 to 6.500 feet. 
in June when a malaria survey in the Bahar Dar 


We received a warning early 


area, which has an elevation of 6,000 feet, revealed 
an exceptionally high prevalence of malaria in many 
villages which ordinarily would be free of the dis- 
ease until much later in the season. Unusually early 
rains there had produced large populations of 
Anopheles gambiae. 

Checks in some of the epidemic areas showed 
infections almost exclusively with Plasmodium 
falciparum. 

The severity of the epidemics so alarmed some 
local officials and provincial governors that they 
appealed to the Emperor for drugs, insecticides, and 
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medical personnel. Anti-epidemic teams were or- 

ganized by the Ministry of Health and dispatched 

to the stricken areas. 

—Rosert D. SHANNON, acting chief, Health and 
Sanitation Division, U.S. Operations Mission, 


Ethiopia. 


Practical Nurses 


The new 8-month course for nurse assistants, 
needed to relieve the shortage of nurses in Vietnam, 
will be well attended. Two thousand applied for the 
60 openings for students in Saigon and 400 for the 
40 vacancies in Hue. Half the students selected for 
the first course were men and half were women. 
They will wear a blue and white uniform during 
their training. 

We hope that this course, which is similar to the 
training for practical nurses in the United States, 
and the new 3-year course for professional nurses 
will help standardize the classification of this pro- 
fession into 2 clear-cut groups instead of the present 
30 vague and overlapping categories. 

—Wiiarp H. Boynton, M.D., chief, Health and 

Sanitation Division, U.S. Operations Mission, 


Vietnam. 


Milk and Water 

On a visit to an isolated Arawak village, a center 
for some 500 Amer-Indians living in this area of 
Surinam, we examined practically all of the infants 
and toddlers and the 30 school children. Their 
nutritional status was relatively good because of the 
powdered milk they receive from UNICEF. In- 
flammation of the eyes was the only easily recogniz- 
able affliction of high prevalence. We were not sure 
what percentage was trachoma and what follicular 
conjunctivitis, as both appeared to be present. 

The Amer-Indians frequently asked for more 
ophthalmic ointment for their eyes, but rarely, how- 
ever, as we toured the area, did anyone mention that 
the community needed a well. Daily the small chil- 
dren carry to their homes a few buckets of water 
from a creek 114 kilometers distant, the nearest 
year-round source. 

—Hivprus A. Pornpexter, M.D., former chief pub- 
lic health physician, U.S. Operations Mission, 


Surinam. 
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Safety on the Nuclear Ship Savannah 


RICHARD P. GODWIN, B.S., PRESTON P. EDDY, B.S., and RALPH K. LONGAKER, M.S. 


Hk LAUNCHING of the VS Savannah 

in July 1959 signaled a major advance in 
the peaceful application of nuclear energy. 
Following outfitting, tests, and sea trials, the 
Savannah is expected to enter the sealanes of 
the world during 1960, powered by a nuclear 
reactor which will not require refueling for 2 
to 3 years. Safety, both nuclear and marine, 





Mr. Godwin is assistant director for maritime re- 
actors in the Division of Reactor Development, 
Atomic Energy Commission, and nuclear projects 
officer for the Maritime Administration, Department 
of Commerce. Mr. Eddy is project manager in 
charge of design, engineering, and construction for 
the NS Savannah. Mr. Longaker, a sanitary engi- 
neer with the Special Projects Branch, Division of 
Radiological Health, Public Health Service, is now 
on detail as Public Health Service liaison to the 
Maritime Administration-Atomic Energy Commis- 


sion nuclear-powered ships projects. 
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has been the keynote throughout the project in 
design and construction and in planning the 
vessel’s operating program. 

The nuclear-powered ship is the second 
Savannah to make maritime history. One hun- 
dred and forty years ago, a 320-ton wooden 
ship with all sails set on her three masts and 
belching smoke from a funnel amidship, com- 
menced an epoch-making voyage from Savan- 
nah, Ga., to Liverpool, England. She was the 
SS Savannah, the first vessel to use steam on 
a transatlantic crossing. The 29-day voyage 
was successful even though only enough coal 
and wood could be carried to permit about 80 
hours of steaming. Captain Moses Rogers, 
skipper of the vessel, stopped briefly at Kins- 
dale, Ireland, to replenish his fuel supply so 
that he could make a spectacular arrival by 
steaming up the Mersey River to Liverpool 
under power. However, the watch in the 
coastal station at Cape Clear on Ireland’s south- 
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ern tip sighted the Savannah with smoke 
coming from her stack and concluded she was 
on fire. 

The British revenue cutter Azte was sent to 
her relief. To the surprise of the cutter’s crew, 
the Savannah, without a sail set, outdistanced 
them completely. It was not until after the 
exasperated crew of the Atte had fired a shot 
across the bow of the American vessel that she 
stopped and gratified their curiosity. 

Thus, the SS Savannah ushered in the steam 
age in ocean travel. Today another Savannah, 
bearing the designation “NS,” will usher in the 
atomic age. 


Development 


On April 25, 1955, President Eisenhower 
first suggested the construction of a nuclear- 
powered merchant ship which, visiting the 
ports of the world, would demonstrate to people 
everywhere the peacetime use of nuclear energy, 
harnessed for the improvement of human living. 

The following year, Congress passed legis- 
lation which made construction of the ship pos- 
sible, and on October 15, 1956, the program was 
initiated. A joint group, drawing its members 
from the Maritime Administration of the De- 
partment of Commerce and from the Atomic 
Energy Commission, was established to admin- 
ister the program. 

Shortly thereafter, the U.S. Coast Guard, the 
Public Health Service, and other Federal agen- 
cies began to assist the nuclear merchant ship 
program through assignment of liaison person- 
nel and active participants to technical com- 
mittees dealing with questions and problems 
which had no precedent. In addition, the 
Atomic Energy Commission’s Advisory Com- 
mittee on Reactor Safeguards independently 
reviewed reactor construction and operating 
procedures with a view toward the safety of 
the ship’s crew and passengers and the public. 

The VS Savannah was launched on July 21, 
1959. Before the beginning of the compre- 
hensive test program, she will require approx- 
imately 7 months of dockside outfitting. Sea 
trials are scheduled to start during the spring 
of 1960. To staff the vessel, two groups of 
specially selected licensed merchant marine offi- 
cers are being trained in a 15-month course 
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which includes classroom work in reactor the- 
ory, operation of the Savannah reactor console 
simulator, and practical experience at other 
reactor sites such as those at Hanford, Wash., 
and Arco, Idaho. 

The VS Savannah is a combination passen- 
ger-cargo ship of the Mariner class. It is 595 
feet long, has a 78-foot beam, and will have 
fully loaded displacement of 21,800 tons. The 
ship will have a sea speed of 20 knots and a 
cruising radius in excess of 100,000 miles. 
With a 124-man crew and additional space for 
observers and technicians, she will also be able 
to carry 60 passengers. 

The nuclear plant, including the contain- 
ment vessel, shielding, and propulsion ma- 
chinery are located amidship (see chart). The 
propulsion power will be provided by a pres- 
surized water reactor operating at approxi- 
mately 1,750 pounds per square inch at an 
average temperature of 508° F. The slightly 
enriched (4.4 percent) uranium oxide core is 
in the form of a cylinder 62 inches in diameter 
and 66 inches high. Reactor control is pro- 
vided by 21 boron stainless steel control rods 
inserted in channels between the 32 symmetri- 
cally arranged fuel elements. The first core 
has been designed for a maximum power level 
of 69 megawatts and is expected to produce 
approximately 52,200 “megawatt-days.” In 
other words, it will have an operating lifetime 
of about 3 years’ normal operation without 
refueling. 


Safety on Nuclear Merchant Ships 


The principal problems in ship design intro- 
duced by nuclear propulsion are those related 
to safety, that is, protection of the environment 


from radioactive contamination. The safety of 
the ship, the personnel aboard, and the operat- 
ing environment had to be and were considered 
for conditions without precedent. 
Containment. One of the basic safety prob- 
lems of a nuclear reactor is the control of fission 
products. To provide this control it was de- 
cided to install the entire reactor system and its 
major auxiliary components within a shielded 
containment vessel capable of confining the 
mechanical energy released in the event of a 
severe rupture of the “primary” portions of the 
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Amidship cross section of NS Savannah showing nuclear plant and shielding. 


system. Thus, the containment vessel sur- 
rounds all of the primary system, preventing 
the escape of radioactive material and serving 
as structural protection for the reactor. 

The containment vessel, already installed in 
the ship, is a welded steel cylinder 2% inches 
thick, 50 feet long, and 35 feet in diameter. It 
will be hermetically sealed at all times during 
plant operation. Television cameras within the 
vessel will enable the crew to observe conditions 
from the externally located control room while 
the reactor is operating. After shutdown of 
the plant, the containment vessel may be entered 
through an airlock for inspection and main- 
tenance. Once operating reliability has been 
demonstrated on the Savannah, an expensive, 
heavy containment vessel of this type may not 
be necessary on other nuclear merchant ships. 

Shielding. A most important feature of the 
Savannah is the radiation shielding. The main 
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source of radiation during operation of the 
ship’s power plant is the reactor itself. In ad- 
dition, minute quantities of impurities and also 
traces of corrosion products remaining in the 
demineralized “light” water used as primary 
coolant will become activated while passing 
through the reactor. However, a bypass puri- 
fication system will remove these activated 
materials automatically by ion-exchange 
methods. 

The following conditions had to be met for 
areas accessible to passenger and crew: 


¢ In all areas to which passengers have access, 
the radiation level will be less than that required to 
produce an integrated total body dosage of 0.5 rem 
per year. This is a conservative figure since it will 
be determined at the points of highest radiation, and 
the computations for the annual dosage will be based 
on the assumption that a person remained in these 
areas for an entire year. Allowing for movement 
aboard ship and taking distance from the reactor 


671 








into account, the average exposure received by any 
passenger remaining aboard for a year would prob- 
ably be less than 0.2 rem—comparable to levels 
which would be received on land from background 
and cosmic radiation. In determining these radia- 
tion levels, the average annual reactor power has 
been computed to be approximately 50 megawatts. 

¢ In all areas where crew members have unlimited 
access, radiation levels will be less than 5 rem inte- 
erated dosage per year. This dose limit is in accord- 
ance with the guidelines of the International Com- 
mission on Radiation Protection and of the National 
Committee on Radiation Protection. Since the 
5-rem area is relatively small and not in general use 
and since no crew member will be aboard the ship 
a full year, it is doubtful whether any crew member 
will receive an annual integrated dosage of more 
than 0.5 rem in a year. 

¢ Only officers and crew of the engineering de- 
partment will be allowed access to the controlled 
machinery spaces aft of the reactor compartment. 
Other ship personnel will not be permitted in these 
spaces except under specific authorization of the 
captain. The engineering crew will be limited to an 
integrated dosage well within the guidelines of the 
NCRP and ICRP and will, of course, be equipped 
with appropriate personnel dosimeters. 

¢ A health and safety staff will continually analyze 
the environs of the ship to assess and minimize ex- 
posure to radiation and control potential hazards. 

¢ Certain areas in the vicinity of the reactor will 
be denoted as “limited access areas” and will not 
normally be entered when the reactor is operating. 
Those areas located outboard of the reactor com- 
partment include the fan room and lockers for 
storage. At full reactor power, a radiation level of 
1 rem per 168-hour week will be the maximum per- 
missible in these areas. They will remain locked at 
all times, and the captain’s permission will be needed 
for controlled entry while the reactor is at full power. 

¢ The entire secondary shield, surrounding and 
encasing the containment vessel will, when com- 
pleted, weigh more than 1,600 tons. “Ordinary” 
concrete, in the form of a vertical 4-foot thick “skirt” 
extending up to the “equator” of the vessel, accounts 
for 1,600 tons, and the 14-inch layer of lead and poly- 
ethylene encasing the upper half of containment ac- 
counts for 500 long tons. 


Waste management. The basic plan for the 
collection and handling of radioactive waste 
aboard the Savannah is predicated on complete 
retention of all solid, liquid, and high-activity 
gaseous wastes. Remotely handled and stored, 
these wastes will be held in special tanks for 
periodic dockside transfer. Ultimate disposal 
by licensed contractors will be based on proce- 
dures used for land-based reactor wastes. 
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Additional safeguards. The reactor system 
as well as the ship has been designed to mini- 
mize the effects of marine hazards such as 
storm, grounding, fire, flooding, and sinking. 
In some respects a nuclear ship may be safer 
than a “conventional” vessel. For example, 
the fire hazard in the Savannah’s engine room 
is considerably less because of the general re- 
duction in oil piping and hot surfaces and the 
absence of oil-fired boilers. 

With respect to the effects of collision, a re- 
cently completed study of marine casualties has 
shown that on the basis of tonnage and speed 
not one ship in 95 percent of the world’s mer- 
chant fleet could penetrate the hull of the Sa- 
vannah to the depth of the laminated steel and 
redwood collision mats placed on the flanks of 
the containment vessel (see chart). 

The probability of ships in the remaining 5 
percent colliding with the Savannah and pene- 
trating the containment vessel is currently be- 
ing evaluated. Large ships generally operate 
at a reduced speed within and when approach- 
ing harbor areas. At these speeds, even the 
larger ship could not penetrate the containment 
vessel if it were to strike directly at the reactor 
compartment. As an illustration, citing the 
1956 collision of the Stockholm and the Andrea 
Doria, it has been determined that the striking 
ship would have had to travel 1 to 4 knots 
faster than her maximum speed to penetrate 
the Savannah even to the collision mat. 

If collision leading to eventual 
should occur, the reactor would be “scrammed,” 
that is, shut down automatically. Cooling of 
the reactor would be continued by the primary 


sinking 


circulation pumps operating on emergency 
If the 


vessel were to sink in shallow water, the con- 


power as long as the ship was afloat. 


tainment vessel would remain intact, and the 
exposed surface afforded by the vessel would 
be sufficient to dissipate residual “decay” heat 
by natural convection. However, if sinking 
were to occur in deeper water, where the sub- 
mergence pressure might cause collapse of the 
containment vessel, automatic flooding valves 
would open to admit sea water into the vessel 
to equalize the internal and external pressure 
on the vessel. (As soon as the internal pres- 
sure was equalized, the check-type valves would 
automatically close.) The pressure equaliza- 
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tion, by preventing rupture of the containment 
vessel, would keep the reactor system intact, 
thus preventing the escape of radioactive ele- 
ments. Should an accident by any chance open 
the reactor core, the consequences would be in- 
fluenced by the stage of the 3-year fuel cycle. 


Potential 


The construction of the Savannah has posed 
some new and unique problems. For most of 
them, satisfactory design and operating solu- 
tions have been found; the remainder are un- 
der study. Complete containment, retention 
of wastes, and other safeguards, both nuclear 
and nautical, have been incorporated to achieve 
maximum safety. The Savannah’s experimen- 
tal years of service may show that less stringent 
requirements will be necessary in the future. 

During the past decade there has been an 
ever-increasing interest in the application of 
nuclear power in industry, both to conserve 
existing fuel resources and to provide an ad- 
ditional energy source. ‘Today other maritime 
nations are actively conducting programs for 


Impairments in the United 


About 24 million impairments, including 
chronic or permanent physical defects, existed 
among the civilian, noninstitutional population 
of the United States during the year beginning 
July 1, 1957. This figure, published in a re- 
port by the U.S. National Health Survey, Pub- 
lic Health Service, is derived from household 
interviews with a representative population 
sample and represents a rate of 141.4 impair- 
ments per 1,000 noninstitutionalized persons. 

The report, “Impairments, by Type, Sex, and 
Age, United States, July 1957-June 1958,” 
does not indicate the total number of persons 
with impairments (since many have more than 
one impairment) except for conditions such 
as visual, auditory, or speech defects, mental 
retardation, cerebral palsy, and absence of 
extremities. 
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the development of nuclear-powered merchant 
ships. The potential economic advantages of 
nuclear power over conventional fuels are 
great; among these are: 

¢ Elimination of the space and weight re- 
quirements for fuel oil, resulting in increased 
cargo-carrying capacity. 

¢ Longer range, making nuclear ships vir- 
tually independent of refueling time losses. 

¢ Operation at speeds higher than those now 
economically feasible for ships powered by the 
“fossil fuels.” 

The VS Savannah, however, will not be and 
is not intended to be economically competitive 
with conventionally fueled merchantmen. 
Rather, this “first generation” nuclear-powered 
merchant vessel will be used to provide a base- 
line of practical construction and operating 
experience necessary for application to the de- 
sign of “second” and “third generation” ships. 
These, in turn, may attain competitive status 
within the next decade. Thus, the VS Sa- 
vannah is heralding the transition from fossils 
to fission, quite as her famous namesake crossed 
the threshold from sail to steam. 


States, July 1957—June 1958 


Rates for specific impairments per 1,000 per- 
sons were 5.7 for inability to read ordinary 
newsprint even with glasses; 12.3 for less 
severe visual impairments; 0.6 for total deaf- 
ness; and 33.9 for other hearing defects. 

Conditions reported frequently were paral- 
ysis and other defects of the limbs, back, and 
trunk, and impaired speech. 

Impairments caused by injury amounted to 
33 percent of the total; 41.8 percent for males 
and 22.2 percent for females. Loss or defects 
of extremities had the highest proportions due 
to injuries, and speech defects and blindness, 
the least. Impairments increased from 52.9 
per 1,000 persons at ages under 25 years to 615 
at ages 75 and ever. (Announcement of publi- 
cation appears on p. 752.) 
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a proposed standard method of 


Measuring Hospital Capacity 


PAUL A. LEMBCKE, M.D., M.P.H., DAVID R. HERMANSEN, M.A., 
and ELEANOR POLAND, Ph.D. 


STANDARD method of determining bed 

-apacity and the adequacy of space in basic 
departments is necessary in judging the extent 
to which hospital needs are being met by exist- 
ing and proposed buildings. 

Hospital needs and resources have tradition- 
ally been expressed in terms of beds, which by 
definition include facilities for both adults and 
children, but not bassinets for the newborn in a 
nursery, beds in labor rooms and in health cen- 
ters, and beds used exclusively for emergency 
purposes. This definition is incomplete, how- 
ever. Should the count represent the situation 
on some one day or throughout the year? 
Should it be the maximum number or the aver- 
age? These and many related questions have 
been resolved by the adoption of uniform defini- 
tions required for hospital operation and fi- 
nance, but others have not, especially in the 
field of hospital survey and planning. 

Another consideration is whether the hos- 
pital beds that have been enumerated are 
acceptable in respect to safety and efficiency. 





Dr. Lembcke is professor of preventive medicine 
and public health, School of Medicine and School 
of Public Health, University of California, Los 
Angeles. Mr. Hermansen is assistant professor of 
architecture, University of Kansas. Dr. Poland is 
project director, Regional Health and Hospital 
Study, Community Studies, Inc., Kansas City, Mo. 
This investigation was partially supported by a re- 
search grant from the Division of Hospital and 
Medical Facilities, Bureau of Medical Services, 


Public Health Service. 
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The most important points to be considered in 
determining the acceptability of a structure 
are fire hazards, structural materials, exit fa- 
cilities, physical condition, location, suitability 
of design, and adequacy of space in the es- 
sential departments. 

Generally accepted methods are now avail- 
able to determine the fire-resistive properties 
of existing and proposed hospital buildings and 
structural materials, and the type, number, and 
location of exit facilities. ‘Lhe physical condi- 
tion of a hospital is largely a subjective deter- 
mination, and the same is true of location 
except where it is regulated by law. 

The suitability of design has many sub- 
jective elements, such as the location of the 
various essential departments and the propor- 
tion of beds in one-bed, two-bed, and four-bed 
rooms. It also has a number of objective fea- 
tures, such as whether the building was origi- 
nally designed as a hospital, the width of doors 
and corridors, and the minimum and maxi- 
mum number of beds in a nursing unit. But 
these are not included in the method we are 
proposing for use in measuring hospital capac- 
ity because the suitability of design as ap- 
plied to existing structures is more closely 
related to the concept of “replaceable” bed 
capacity, than it is to “unsuitable” bed ca- 
pacity. By “replaceable” .bed capacity we 
mean rooms and departments that are now 
included in existing bed capacity but that 
would be differently designed when their 
physical condition required replacement by 
new construction. In such authoritative hos- 
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pital surveying and planning as that under the 
Federal Hospital Survey and Construction 
(Hill-Burton) Act, “unsuitable” beds are not 
counted in determining the needs for new 
construction. 


Importance of Adequate Space 

Safety. Since 1942, when 491 persons died 
in the Cocoanut Grove fire in Boston, most 
State and local governments have recognized 
the necessity of limiting the occupancy of a 
theater, restaurant, school, or other public 
place to the number of people who can be al- 
lowed in a given space without endangering 
their lives in case fire or other accidents re- 
quire that the premises be vacated quickly. 
Enforcement requires that the maximum num- 
ber of persons who can occupy such places with 
safety be determined by reference to standards 
based on the space available. This principle 
has not been fully recognized for hospitals, al- 
though they present the additional hazards of 
cross-infections, of mistakes in the distribu- 
tion of medicines, and other misadventures 
that may be aggravated by crowding and in- 
adequate space. Cross-infections are typified 
particularly by the staphylococcal diseases 
held responsible for many complications and 
deaths today. 

Efficiency. Adequate space for the essential 
departments of the hospital is as closely re- 
lated to efficiency in hospitals as it is in the 
operation of any other institution or service, 
mercantile or industrial. 

Rooms for patients. Modern medical and 
nursing care call for sufficient space around the 
bed to permit many procedures to be carried out 
in the patient’s own bed in hisown room. Blood 
transfusion, intravenous administration of 
fluids and medicines, the use of indwelling 
catheters and tidal drainage of body fluids and 
excretions, administration of oxygen, and de- 
compression of the intestine by the Wangen- 
steen apparatus are examples. Even beds must 
be longer to accommodate the increasing stature 
of the American people! 

Departments. The safety and efficiency of a 
hospital may be impaired if one or more de- 
partments are not in proportion to the others. 
This occurs most commonly when beds are 
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added to the nursing department without add- 
ing in like proportion to the administration, 
pathology, radiology, pharmacy, surgery, ob- 
stetrics, emergency, dietary, laundry, house- 
keeping, and mechanical departments or to the 
facilities for employees and central storage. 

Other factors. As noted earlier, space is not 
the only criterion of suitability, and an area or 
department must be judged unsuitable if it is 
unsafe, regardless of the adequacy of its space. 
However, an area that is suitable in respect to 
safety factors may be definitively unsuitable 
if it falls short of meeting minimum space 
requirements. 


General Method 


Our method of determining hospital capacity 
requires that all the rooms or units of space in 
a hospital be measured, classified as to function, 
and allocated to the appropriate hospital de- 
partments. The areas so determined are then 
compared with nationally recognized standards 
of space for such departments. This method 
presents consistent, objective criteria of the 
sufficiency or deficiency of each department 
and of the hospital as a whole. A given hos- 
pital may be found deficient in respect to the 
rooms for patients, the adjunct diagnostic and 
treatment facilities, and the administrative and 
service areas, or it may measure up in all re- 
spects, or, as is more common, it may meet 
standards for patients’ rooms but not for other 
departments. The method is sufficiently flexible 
to accommodate the use of different standards 
as desired or as they change with advances in 
medical care. 


Definitions of Hospital Bed Capacity 


To avoid confusion it is necessary in every 
instance to distinguish between the three im- 
portantly different meanings of hospital bed 
-apacity—bed complement, normal bed capac- 
ity, and potential bed capacity. 

The terms “normal” and “potential” bed 
capacity were used by the Commission on Hos- 
pital Care in the schedules of information (7) 
to be gathered in determining hospital capacity, 
although a discussion of these terms was not 
included in its published reports (2, 2). 
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Bed complement. The term “bed comple- 
ment” refers to the number of beds set up and 
ready for use at any given time, regardless 
of the floor space allotted to the beds or the areas 
in which they are found. Bed-complement 
figures are often misleading because they do 
not indicate the normal safe and efficient work- 
ing capacity of a hospital. Complement in- 
cludes beds crowded into rooms intended for 
fewer patients and beds that have been set up 
on enclosed porches, in hallways, solariums, 
treatment rooms, and other areas not originally 
Bed- 


complement figures may be misleading also 


designed for occupancy by bed patients. 


when, as in resort areas, a portion of the hos- 
pital is closed during the off-season. 

Normal bed capacity. The evaluation of 
existing facilities and the design of new 
for patients must be 
concept of normal bed capacity. 
fers to the number of hospital beds appropriate 
for the patients’ rooms as the result of two 


based on the 
The term re- 


areas 


factors in design: (a@) the provision of a mini- 
mum number of square feet per bed and (+) 
the intention of the designer. The second fac- 
tor governs in instances where, according to 
minimum space standards, the area of a room 
seems sufficient to accommodate a larger num- 
ber of beds than that for which it was designed. 
For example, a hospital room designed for 
occupancy by only one patient is not to be con- 
sidered as a two-bed room merely because it 
has an area as great as the minimum prescribed 
for a two-bed room. A one-bed room may be 
relatively large because it was designed as a 
Juxury accommodation, or more frequently the 
room may be intended for the isolation of a 
noisy alcoholic or mentally ill patient or one 
with a communicable disease. In such rooms 
the location of toilet, lavatory, and storage 
space and the inclusion of such features as 
double doors may preclude the accommodation 
of two beds for average patients without a 
dangerous or inefficient degree of crowding. 
Potential bed capacity. This is a term not 
frequently encountered. As defined by the 
Commission on Hospital Care, potential bed 
capacity designates areas of the hospital cur- 
rently used for other purposes but intended for 
the eventual accommodation of patients as the 
need for hospital beds increases. For example, 
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student nurses might be housed for a time in a 
division of the hospital designed for future 
conversion to a nursing unit for patients, 


Standard Space Allocations 

The space allocations used as standards in 
this study were first published by Shaffer and 
MacDonald in 1943 (4) for hospitals built in 
the emergency defense program under the Lan- 
ham Act. They appeared in Modern [Tospital 
in 1947 and 1948 in a series of articles entitled 
“The Functional Basis of Hospital Planning,” 
prepared by the Hospital Facilities Section of 
the Public Health Service. The series was re- 
printed as a 110-page monograph, “Design 
and Construction of General Hospitals,” sub- 
titled “A Definitive Study of the Physical As- 
pects of the Hospital Plant in Relation to Its 
Function” (45). 

The standards are minimum (6). In fact, a 
related series of articles published by the Pub- 
lic Health Service in 1946 suggested larger 
dimensions of various elements of the general 
hospital for new construction (7), and some of 
these elements were revised upward in 1952 (8). 
Many hospitals constructed under the Hill- 
Burton Hospital Survey and Construction Act 
exceed the suggested floor areas, for example 
those described in three articles in the Journal 
of the American Institute of Architects (9). 
More ample areas were recommended in a 1954 
publication from another source (/0), and 
present indications are that future revisions of 
the standards will call for larger areas. How- 
ever, the 1947-48 standards seem to be reason- 
able for judging existing structures. 


Standards for Hospitals of Different Sizes 


Because “Design and Construction of Gen- 
eral Hospitals” gives figures only for hospitals 
of 25, 50, 100, 150, and 200 beds (5), it was 
necessary to devise some method of assessing 
the measured capacity of existing hospitals of 
intermediate sizes. The problem was compli- 
‘ated by the fact that no one department has 
a constant number of square feet per bed 
throughout the range from 25 to 200 beds. In 
attacking this problem we were well aware that 
in many instances the space needs of a hospital 
increase by multiples of functional units rather 
than by an increase in the size of the individual 
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units—large hospitals need more toilets or 
janitor closets, not larger ones. In some func- 
tional units, such as waiting rooms, staff con- 
ference rooms, and medical records rooms, the 
space allocation increases in proportion to the 
number of beds in the hospital, but in others 
the picture is not as clear. For example, if 
the director of nursing service in a 50-bed hos- 
pital needs an office of 130 square feet, it does 
not follow that in a 100-bed hospital the same 
type of office needs to be twice as large, or any 
larger. In ‘Elements of the General Hospital” 
the office in the 50-bed hospital is designed for 
one person and is furnished with one executive 
desk, chair, and wastebasket, two straight 
chairs, one bookshelf, and three filing cabinets. 
The office in the 100-bed hospital is also for one 
person and has the same area and same furni- 
ture, except that it has only two filing cabinets 
instead of three (7). Is there then no need to 
increase the size of areas such as tliis in pro- 


portion to the increase in normal bed capacity ? 


The answer is that a functional unit such as 
the office of the director of nursing service need 
not be enlarged, but the area of the whole ad- 
ministration department of which it is a part 
does need to be enlarged to accommodate the 
increased work of directing the nursing serv- 
ice. The more beds in the hospital, the more 
patients and nurses. ‘The more nurses, the more 
time records, dossiers and registers, correspond- 
ence and conferences, each requiring a little 
more space. Recognition of this and similar 
needs is given by suggesting 2,975 square feet 
for the administration department of the 100- 
bed hospital in contrast to 1,970 square feet in 
the 50-bed hospital (5). When the hospital 
increases to the 100-bed level, the office of the 
director of nursing service remains constant, 
but provision is made for the increased records 
and activities to be accommodated in part in 
a larger business office with five employees in- 
stead of three, in the larger medical records, 
conference, and waiting rooms, and in two types 


Table 1. Area distribution in net square feet per bed for departments of general hospitals 





Departments or divisions 15-37 beds 





Administration _——- tp ee se aes 47.0 | 
Laboratory awe Za : ” 6. O | 
Morgue. aS ae ? a : Seer 
tadiology seers = fa loteatneee 16. 0 


ATA TOOTADV ccc save soso es eee es eee cere 
Physical therapy _- BS ee nen eee mes es sec osha te 
Occupational therapy oa e : eee Fe ake 





| 

PRAMMRCY, 62 2 5s ee oe ae Seo 2.0 | 
Nursing _ — — ~~ : Ss ao 173. 6 | 
Nursery . ._- rants eee see 15. 2 | 
Surgical. _. epee eae me Set le It 43.0 | 
Obstetries___._ -- Snes ee Shoe 29. 4 | 
Fmergency__...------ Matcha seen el 12. 8 | 
DIBVATY 2.- 2-2-5 eg Sete Smee eae 44. 8 | 
Central storage _ - i ene hog alee 25. 0 | 
Employees facilities __-_---- eee 20. 0 | 
Housekeeping and linen____---------- 7.4 | 
WRUNGIY oo oo sans eos ee see ae 4.6 | 
Mechanical facilities Be eg) eS eee 29. 0 | 
Circulation spaces (corridors, stairways, | | 
RINSOU hie eo oe ee ee ee ee | 1it. 2 

| | 


fic. ee ae eee oe ee ye ae eee | 587. 0 








38-74 beds | 75-124 beds 125-174 | 175 beds 
| | beds and over 
| | 

39. 4 | 29.8 | 23. 8 | 23. 9 
5. 6 | 6. 4 | 6.3 | 5. 6 
5G | 5. O | aoe | 2.5 
tee 5. 6 | i eo 6. 4 
‘ a oie oan 5 ee ls 8.8 
10. 4 8. 2 | 6.8 | 6. 1 
iS Spl eR | 2.5 
a | 4.1 | 4.0 3. 6 
176. 1 180. 0 | 180. 0 180. 0 
10. 0 8. 4 | 8.0 8.2 
39. 6 | 31. 0 | 28. 1 25.2 
3. 5 | 15. 0 | 12. 7 | 10. 6 
1. 4 or a 3.4 | & 9 
48. 0 30. 7 25.1 | 25, 2 
23. 5 22. 4 | 22.2 22. 0) 
15.3 | 12.2 | 10. 6 | 9.5 
8. 6 5. 8 | 12 | a. Oo 
18. 7 | 12, 2 | 11.3 10. 1 
20. 6 14.8 | 12.0 9.8 
160. 2 137.1 | 135. 2 | 134. 4 
627. 9 | 532. 4 | 507. 0 | 501. 6 








Norte: Areas do not include walls and partitions. Bed capacities are based on adult and child beds only. Space 
for bassinets is included in the nursery, but these bassinets are not counted as beds. The areas do not include 
outpatient department, quarters for personnel, nursing school or any other teaching areas, fuel storage, garage, 


or any other area not specified in the department column. 


ments by size of hospital, see reference 5, 


For a detailed description of units within the depart- 


Source: The five columns correspond with the data summarized in reference 5 for hospitals of 25, 50, 100, 150, 


and 200 beds, respectively, with the following modifications: 


(a) a formula room of 255 square feet has been included 


in the 50-bed hospital dietary facilities as the omission of any formula room in a hospital of this size was apparently 
an error; (b) small errors in addition or rounding have been corrected. 
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of rooms that first appear at the 100-bed level— 
social service and retiring room (7, 8). 

A stepup in this element of a general hos- 
pital comes at the 200-bed level, where provi- 
sion is made for two offices of 215 square feet 
ach, one for the director and one for two 
assistant directors of nursing service. At this 
level the increased prestige of the director is 
acknowledged by giving her a larger office, al- 
though not too large for a supervisor of a staff 
of 80 to 100 nurses and auxiliary workers. 

In any event, one can discern the principle 
that as the volume of hospital service increases 
a roughly proportional increase in the various 
departmental areas is required, although the 
need for more space to perform a specific func- 
tion may be hidden for a time by the shifting 
or delegation of various components of the 
function to other areas. 

It was primarily the hidden growth factor 
explained and illustrated above that influenced 
us to calculate the space needs of hospitals of 
other than the sizes in “Design and Construc- 
tion of General Hospitals” by interpolation 
and by extrapolation beyond the upper and 
lower figures. The midpoints between hospi- 
tals of given sizes were used to demarcate the 
size classes of hospitals to which a given number 
of square feet per bed applied: 15-37, 38-74, 
75-124, 125-174, and 175 beds and over, as 
shown in table 1. 


Departmental Areas and Units 


The 587 square feet per bed suggested for a 
25-bed hospital was assigned to hospitals of the 
15-37 bed class, the 627.9 square feet for a 50- 
bed hospital was assigned to the 38-74 bed 
class, the 532.4 for a 100-bed hospital to the 
75-124 bed class, the 507 for a 150-bed hospital 
to the 125-174 bed class, and the 501.6 square 
feet per bed suggested for a 200-bed hospital 
was assigned to hospitals of 175 beds and 
over (5). Table 1 presents the standard net 
square feet per bed for each department ac- 
cording to hospital size. To obtain the stand- 
ard area for a department in a given hospital, 
the square feet per bed for the size class in 
which the hospital falls is multiplied by the 
normal bed capacity. 

A standard square footage per bed for some 
of the large units within the departments can 
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be derived in the same manner, but for the rea- 
sons given in the subsection, Standards for 
Hospitals of Different Sizes, it is not often 
permissible to go below the departmental 
level in interpolating or extrapolating. 


Rooms for Patients 


The maximum normal bed capacity of each 
room for patients is calculated from the 
following range of square feet per number of 
beds in a room: 


Number of beds Range in square feet 


150-224 
RS ee es ahs 225-299 
300-374 ~ 
375-449 
450-524 
525-599 
600-674 
This index is based on the minimum of 100 
square feet of open space for one-bed and 80 
square feet per bed for multiple-bed rooms 
(private closets, lockers, toilets, and showers 
excluded) required for hospitals to be con- 
structed under the Hill-Burton Act (77). We 
believe this choice of standard is justified be- 
cause our purpose is to analyze and evaluate 
existing structures rather than to plan new 
construction. 

In applying these standards to patients’ 
rooms, deviations of 5 square feet per bed be- 
low the minimum are accepted because meas- 
urements made in the field are not highly exact 
and because of the difficulty of making allow- 
ances for columns, radiators, ducts, and similar 
design features. The majority of measure- 
ments, except for small areas such as closets 
and toilets, were made with a measuring 
wheel device. Dimensions were recorded at 
the hospital or rounded in the office to the near- 
est one-half foot. For example, a dimension 
measuring between 9 feet 9 inches and 10 feet 
2 inches would be recorded as 10 feet, a toler- 
ance of 5 percent. The interval between 11 feet 
3 inches and 11 feet 8 inches would be 
represented by 11 feet 6 inches, and so on. 


Application of Method 
The method described in this article compares 


the space for beds and supporting hospital de- 
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L- Hospital X, Second Floor Plan 
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partments with minimum standards for hospi- quire 49 beds for high-level and 55 beds for 
is tals of similar size. The following is a com- low-level occupancy, according to the Commis- 
sal parison of two actual hospitals. sion on Hospital Care (2). On the day of our 
ol survey, 45 beds were set up. There were 41 
ct Hospital X patients in the hospital, nurseries excluded. 
v- Hospital X occupies a two-story building, Normal bed capacity. The area in each room 
ar with partial basement, that was designed as a was measured and its maximum capacity was 
e- hospital. The exact date of the original build- -alculated according to our index (p. 678). The 
ts ing is unknown. One section was remodeled in figures in table 2 show that although hospital X 
ig 1936 and some changes were made in other sec- —_ had _ a bed complement of 45 on the day of the 
at tions in 1946 and 1951. The general layout of survey, the normal bed capacity of its rooms 
r- the hospital is indicated by the sketch of the for patients totaled only 32. Instead of being 
on second floor (see chart). Although the struc- set up with 6 one-bed rooms, 13 two-bed rooms, 
et ture did not have a fire-resistive rating of 1 hour 2 three-bed rooms, 1 six-bed room, and 1 bed 
T- or more, a sprinkler system complying with in a hall, hospital X should have had no more 
et State licensing regulations was installed and the than 11 one-bed rooms, 9 two-bed rooms, and 1 
™ building was considered to be suitable. three-bed room. 
The 1958 revision of the State Plan for the Departmental areas. The adequacy of space 
Construction of Hospital and Medical Facili- _in other departments essential to the care of 
ties listed hospital X as having 40 acceptable inpatients was determined by comparison with 
"es beds. An average daily census of 32 was re- _ the standard space allocations for hospitals of 
le- ported for the previous year, which would re- 32 beds. Each functional unit was measured, 
rts Vol. 74, No. 8, August 1959 679 





































































































Table 2. Normal bed capacity of hospital X The departmental deficiencies can be seen 


compared with bed complement at time of more clearly if considered in the detail sug- 
ead gested by table 4. The surgical department 


has insufficient space for central sterilizing 


Area of rooms ; Bed | Normal _— — india at all Da walle. 
(equare fect) comple- bed and supply, and no space at all for subster 
ment capacity lizing room, unsterile supplies, cleanup room, 
doctors’ locker room, janitor’s closet, and an- 
One-bed rooms esthesia storage. The obstetrics department 
88 l 0 ; 
99 1 1 has inadequate space 1n the delivery room and 
99 none for labor room, substerilizing, cleanup or 
99 : oa i ae Be 
110 | | utility room, and janitor’s closet. There is no 
12] I I scrubup room for the obstetrics department 


"eo alone. The surgical scrubup room serves both 







112 2 | departments. 
140 Z ! i : 
140 2 1 Although departmental deficiencies appear 
"1 2 most clearly in administration, surgery, ob- 
140 9 | stetrics, and the service departments, it is im- 
a 2 2 portant to note that the nursing department 
150 9 9 lacks 1,560 square feet of the space needed to 
oo : : support the normal capacity of 32 beds. From 
165 2 2 the floor plan it can be seen that most of the 
aia ise ji * rooms for patients have no private or semi- 
Three-or-more-bed rooms 
165 ae ee 3 9 Table 3. Departmental areas in hospital X 
195___- AO ICN 3 2 compared with minimum standards for a nor- 
260. - - : saaiaiaianratats 6 3 mal capacity of 32 beds, in square feet 







Hall-bed 










Standard area 







Potal rey ear tr Wee 45 32 for 32 beds Actual 
— — areas 
Departments or divisions in hos- 
Per Per pital X ! 
and the dimensions and the use being made of bed? depart- 






. . ment ° 
each room at the time of the survey were re- 









corded on floor plans of the hospital (see a ‘ ; oe 
aan TI a aaa a s ee Administration 17. 0 1, 504 575 
chart). Ihe data were processed In our office bY Laboratory 6.0 192 180 
assigning each room to the appropriate depart- ——- Radiology. 16. 0 o12 435 
. . . Pharmacy 2.0 64 100 

ment and entering the dimensions and square Nursing 173.6 | 5,555 3, 995 
feet on forms that grouped the rooms by de- Nursery 15. 2 486 100 
ee (ieee Surgical 13. 0 1, 376 370 

partments and indicated whether the function Ohstetries 29. 4 94] 150 
was required for a hospital of this size. emergency 12.8 410 0 
oa : ; Dietary 14.8 1, 43: 145 
The comparison of the areas in each depart- Central storage 25. 0 800 105 
ment of hospital X with the corresponding Employees facilities 20. 0 640 49 
t ee 5: : Housekeeping and linen 4 7.4 237 75 

standards for a 32-bed hospital shows a meas- Mechanical facilities 29. 0 928 185 






Circulation spaces (corri- 


ured deficit of 9,018 square feet. The depart- hee 
dors, stairways, eleva- 










ments that were most deficient were surgery, tors) 111.2 3, 558 2, 595 
with about one-fourth of the space it should Total 4 582. 4. 18. 637 9. 655 
have in a 32-bed hospital, obstetrics with 150 
instead of 941 square feet, and dietary with 445 145 beds on survey day. 
or pai 2 err 2 Standard for hospitals of 15-37 normal bed capacity. 
instead of 1,434 square feet. Administration 3 Product of standard space allocations per bed and 
had only 575 instead of 1,504 square feet normal bed capacity. 

hy , 4 Excludes standard space for laundry because there 
(table 3). is no laundry in this hospital. 










680 Public Health Reports 




















V 





Table 4. Space allocations in surgical and ob- 
stetrics departments of hospital X,1 compared 
with space suggested for such departments in 
a 25-bed hospital,” in square feet 


Minimum 
space in standard 
hospital for 25-bed 

X hospital 


Actual 


Departments or divisions 


Surgical department 


Major operating rooms 
scrubup facilities. .........- 
Substerilizing rooms pate 
Central sterilizing and supply -- 
Unsterile supply room 
Cleanup room_ -- 

Janitor’s closet : 

Doctors’ locker room 
Anesthesia storage 


etal .-<< 
Obstetrics department 


Delivery room__- 
Labor room___-_-- 
Scrubup facilities 
Substerilizing_- 
Cleanup room 
Janitor’s closet 


Total 
*45 beds on survey day. 
* Reference 5. 
* The surgical scrubup room is used. 


private toilets and very few have closets. There 


are no subutility rooms, nurses’ toilets, or jani- 
tors’ closets anywhere in the hospital. There 
is only one nurses’ station for two floors and 
basement. The floor pantries are substandard 
in size, and the storage areas for linen-and 
other supplies that should be on hand in the 
nursing unit are not only too small but are all 
on the second floor, far from the patients’ 
rooms on the first floor and in the basement. 


Hospital A 


This one-story and basement fire-resistive 
structure, built in 1956, was designed to ac- 
commodate 42 patients in 2 one-bed, 16 two- 
bed, and 2 four-bed rooms. The one-bed rooms 
each contained 135 square feet. The multiple- 
bed rooms each contained 80 or more square 
feet per bed, 

Normal bed capacity. According to our 
method the normal bed capacity was 40. There 
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were five beds in one room of 395 square feet, 
sufficient open space to permit classification as a 
five-bed room, according to our index, but it 
was clearly designed for four beds, having no 
bay for a fifth bed and being identical with an- 
other room in which only four beds were set 
up. As shown in table 5, the space allocated to 
obstetrics was notably deficient and there was 
no physical therapy department. The nursing 
department was deficient in having only two 


Table 5. Departmental areas in hospital A 
compared with minimum standards for a nor- 
mal capacity of 40 beds, in square feet 


Standard mini- 
mum area for 
40 beds Actual 
areas in 
hospital 
Per Per de- Al 
bed 2 part- 
ment 3 


Departments or divisions 


Administration ..-| 39, 4 , O76 | 
Laboratory —___-_- ae 5. 6 224 
Radiology -- Scale ites 1. ¢ 452 
Physical therapy - ba 416 
Pharmacy - - ; 164 
Nursing _- a , 044 
Nursery q 400 
Surgical 39. 6 , 584 
Obstetrics a ; a. 940 
Hmergency a a 296 
Dietary _- ices a 48. , 920 
Central storage 2a! 940 
Employees facilities Died 612 
Housekeeping and linen 8. 6 344 
Mechanical facilities ‘ 6 $24 
Cireulation spaces (corri- 

dors, stairways, eleva- 

TOPE) sn.ea os + », 408 


Total departmental 
area 4 ayaa 603. 


24, 144 


Potential capacity 


Nursing department stor- 
age” aie ee ~ 


CUM a ena Ad 
Total potential area 


Grand total________| 603.6 | 24, 144 


1 42 beds on survey day. 

2 Standard for hospitals of 38-74 normal bed capacity. 

3 Product of standard space allocation per bed and 
normal bed capacity. 

4 Excluding space for laundry since laundry is not 
done in institution. 

5 Furniture storage, suitable for future addition to 
nursing department area. 

6 Unoccupied space in basement suitable for future 
additions to adjunct diagnostic and treatment facilities 
or service departments. 








one-bed rooms. The other deficiencies, in phar- 
macy, surgery, dietary, and housekeeping were 
minor. 

Potential bed capacity. As shown in table 
5, a room of 190 square feet used to store fur- 
niture had been designed for patients and pro- 
vided a potential capacity of two beds. Also, 
11,810 square feet of undeveloped space in the 
basement was adequate to make up the total 
deficiency of 2,473 square feet in physical ther- 
apy, nursing, surgery, obstetrics, dietary, and 
housekeeping, if and when necessary, and in ad- 
dition it provided a potential capacity of 7,879 
square feet, enough to provide supporting de- 
partments for an 18-bed addition to the nurs- 
ing department. 


Findings for Two Hospitals 

One of the two actual hospitals used to illus- 
trate the method had 45 beds set up on the 
survey day, but was found to have a normal ca- 
pacity of only 32 beds and a measured deficit 
of 9,018 square feet in the departments essen- 
tial for a 32-bed hospital. 

A more modern hospital with 42 beds set up 
on the survey day was found to have a normal 
capacity of 40 beds and a potential capacity 
of 2 additional beds. It had sufficient unas- 
signed space to compensate for existing defi- 
ciencies in the departments, and undeveloped 
space sufficient to support an 18-bed addition 
to the nursing department if and when it should 
become necessary. 


Surplus Space 


Surplus space in a department or a hospital 
is not necessarily an extravagance. For small 
hospitals especially it has been recommended 
that new hospital construction provide basic 
facilities for future expansion of 50 percent or 
more. “. .. growth is to be expected and it 
should be planned for. It is good policy to in- 
stall in a 50-bed hospital, for instance, service 
facilities large enough to care for 100 patients 
and to draw plans paving the way specifically 
for expansion to that capacity. Then when 
demand has reached the point where expansion 
is justified, patients’ rooms can be added at 
minimum expense and with minimum disloca- 
tion of existing services” (72). 
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Conclusions 

As a result of our studies, we strongly recom- 
mend that existing hospital facilities be re- 
surveyed on the basis of the criteria outlined be- 
low, to determine whether they have sufficient 
space, properly distributed, to meet the func- 
tional demands of modern hospital care anc to 
guarantee a reasonable measure of safety for 
the patient. 

1. Each division, wing, or building that is 
unsafe or unsuitable for its purpose because of 


‘fire hazards, physical deterioration, and dan- 


gerous structural features or materials should 
be classified as “unsuitable.” Thenceforth, 
only areas that are suitable should figure in the 
calculation of normal bed capacity and space 
utilization in the basic departments. 

2. The rooms for patients in the nursing de- 
partment should be measured and classified as 
described in this article to determine the “nor- 
mal bed capacity.” This figure should sup- 
plant the current usage of “bed capacity” that 
is usually based rather loosely on sources no 
more objective or authoritative than an unsup- 
ported statement from the hospital, or inspec- 
tion without measurement. 

3. The other rooms in the nursing department 
and the areas of all other basic hospital depart- 
ments should be measured, and the standard 
areas required by the normal bed capacity 
should be calculated as described in this article. 

4. The deficiency in each department should 
be calculated by subtracting the actual from the 
minimum standard area. Because this method 
deals with minimum figures, only deficits are 
counted. Surpluses should not be counted, 
with the single exception of potential bed ca- 
pacity as defined early in this article. 

This index of normal bed capacity and de- 
partmental space needs provides a quantitative 
measure of the adequacy of the individual hos- 
pital. It also constitutes an important step to- 
ward a complete and objective definition of 
hospital obsolescence, which is essential to de- 
termining the extent to which the hospital needs 
of a region (or a State or a nation) are met by 
existing and proposed hospital buildings. The 
hospital with deficits in essential departments 
can be regarded as obsolescent in that it cannot 
meet functional demands for modern hospital 
care. 
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Methylchloride Intoxication 


One death and two serious illnesses occurred recently in a small 
Kentucky plant fabricating Styrofoam parts, used primarily for in- 
sulation of refrigerators. The Occupational Health Branch, Public 
Health Service, the Kentucky State Department of Health, and 
the company which produces the Styrofoam cooperated in an 
investigation. 

Symptoms were those of central nervous system damage. The man 
who died had worked on various machines fabricating Styrofoam 
parts for more than 2 years. A few weeks prior to his death, he de- 
veloped what appeared to be a slight cold, followed a few days later 
by dizziness. The two other employees who became ill also showed 
signs of dizziness, accompanied by a staggering gait. 

Methylchloride is used as a foaming agent in the production of 
Styrofoam. The material contains many tiny unconnected cells filled 
with the gas which is released when the Styrofoam is cut or sawed. 
In the Kentucky incident, poor ventilation during prolonged cold 
spells led to the accumulation of dangerous amounts of methylchloride 
in the work environment. The plant agreed to remain closed until 
adequate ventilation equipment could be installed. 


Vol. 74, No. 8, August 1959 


683 








Financing Health Services 
For Migrant Farmworkers 
And Their Families 


HE PRESIDENT’S Committee on Migra- 

tory Labor, composed of the heads of five 
member agencies—the Departments of Agri- 
culture, Health, Education, and Welfare, Inte- 
rior, Labor, and the Housing and Home Fi- 
nance Agency—has prepared a working paper 
on Financing Migrant Health Services. 

The paper is basically a resource document 
and covers various methods currently in use or 
proposed to finance health services for foreign 
and offshore workers, and for domestic farm- 
workers in the continental United States. 
Health services as defined by the committee 
range from preventive services (including sani- 
tation) through short-term and long-term medi- 
cal care. 

The committee found that the current 
programs and proposals for financing migrant 
health services run the gamut of those found 
in existence for the general population. Re- 
sponsibility for planning, providing, and fi- 
nancing these services has been taken in the 
community by various groups such as individ- 
ual employers and employer associations, pri- 
vate medical personnel and medical organiza- 
tions, public health agencies, civic and church 
groups, private and public welfare agencies, 
private insurance carriers, and migrant labor 
crewleaders and the migrants themselves. 

The committee considered existing volun- 
tary health insurance programs, provision for 
medical care and indemnity under workmen’s 
compensation laws, medical and related care 
under public programs such as general assist- 
ance (with special consideration to residence 
requirements), and a variety of grower- and 
community-sponsored programs and proposals. 

The committee also compiled a number 
of recommendations made by recent confer- 
ences on agricultural migrants and by national 
voluntary organizations as a guide to interested 
private and governmental agencies in their con- 
sideration of methods of financing the health 
care of agricultural migrants. The inclusion 
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of specific programs or proposals does not im- 
ply endorsement, nor the omission of others, 
unacceptability. 

Of particular interest is the summary of 
health insurance coverage in existence for 
Mexican nationals, British West Indians, and 
Puerto Rican contract workers, by type of car- 
rier, coverage, premiums, and benefits. The 
health insurance arrangements are made under 
the auspices of governmental agencies, but are 
provided by private insurance companies. 
They cover the foreign and offshore worker 
from the time he enters the United States to 
work (and in some instances even before ar- 
rival) tothe time he leaves. Domestic migrant 
agricultural workers as a labor force group «re 
not so covered, except in scattered and minor 
instances. 

The digest of farmworker coverage under 
workmen’s compensation laws, by States, is also 
an important and useful source table. There 
are no States in which the law—compulsory or 
elective—applies to migrant farm labor as 
such. If migratory farmworkers are covered, 
it is by virtue of the fact that agricultural 
workers per se are covered. Under some State 
laws, even if workers are covered as a class, 
they may not be covered as individuals because 
of numerical exemptions per employer. 

An analysis of medical and related care 
under public programs highlighted the resi- 
dence requirement for eligibility under most 
State and local general assistance laws and reg- 
ulations. Residence requirements varied from 
6 months to 5 years out of the last 9 years, 
with 1 year the average. Since so many 
migrant workers are “stateless,” and hence in- 
eligible for voting and other rights and re- 
sponsibilities of citizenship, they are not the 
beneficiaries of reciprocal arrangements among 
States whereby residents of one State may be 
cared for while temporarily residing in another. 

Some States which are hosts to a large num- 
ber of migratory farmworkers have made ef- 
forts to provide some modicum of medical and 
hospital care, for example, New York, Florida, 
Pennsylvania, and Maryland. 

Under the State programs, conducted with 
Federal aid, involving crippled children and 
vocational rehabilitation for adults, there is no 
reference to requirement for residence in the 
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Peak Employment of Domestic Migrant Farm Workers, 1958 


(IN THOUSANDS) 








GMM 50,000 & OVER - 3 STATES 
[=] 20,000-49,999 - 4 
10,000- 19,999 - 9 

VZA 5,000- 9,999 - 9 

F===] 1,000-4,999- 14 ' 


(___] LESS THAN 1,000 -9 " 

















Federal act. States are encouraged to be lib- 
eral by the Federal agencies involved. 

Certain types of illnesses which are of pub- 
lic concern, for example, tuberculosis and ve- 
nereal diseases, are also treated with greater 
liberality by some States, regardless of the resi- 
dence of the patient. Migrant labor is consid- 
ered a high-risk group with respect to inci- 
dence of communicable disease. Maternity, 
chronic diseases in young children, and acci- 
dents also bring some relaxing in State resi- 
dence requirements. 

Local communities in some areas have at- 
tempted to meet immediate problems of health 
services for migrants by setting up clinics, as 
in Fresno, Calif. Church groups have some- 
times identified health needs in migrant camps 
and acted as referral agencies. Junior leagues 
have set up sick baby clinics and provided free 
medical and nursing aid. Local public health 
departments have added extra nurses to their 
staff during the peak of the crop season. They 
have set and maintained levels of sanitation 
and environmental health in migrant labor 
‘amps. 
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The major part of funds to finance health 
services for migrant agricultural workers has 
come from private sources, and much has come 
involuntarily. Hospital and medical bills are 
simply left unpaid at the end of the crop sea- 
son. These are eventually charged to charity 
care, unless the “home” county or the individual 
growers or the growers’ associations or process- 
ing companies can be persuaded to meet part 
or all of the bill. 

With few exceptions, there is little evidence 
that efforts to provide migrants with health 
services even temporarily consider at the same 
time possible ways to reduce needs, and thereby 
costs, through improvement of housing and 
sanitation, accident prevention, and other 
measures. Although many adaptations have 
been made to try to fit programs to migrants, 
at the present time none that the committee 
identified provides for more than the tempo- 
rary period of a migrant’s residence and em- 
ployment in a single location except programs 
for offshore and foreign workers and isolated 
programs for domestic workers under some- 
what similar working conditions. Moreover, 
the extent and kind of services afforded mi- 
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grants, and the circumstances under which they 
are offered and financed, differ widely from one 
locality to another. A typical domestic farm 
migrant is unlikely to find the same conditions 
prevailing in any two places where he lives and 
works during the year, especially if his work 
itinerary covers two or more States. 

Migrants share with other low-income farm 
people problems in financing health care 
through insurance or other means; they share 
with most other farmworkers lack of work- 
men’s compensation coverage; and they share 
with other mobile groups problems of obtaining 
care in areas where residence restrictions are 


applied as a condition for eligibility. Pro- 
posals directed toward these broader groups 
hold promise for the migrant population. 

Among the continuing needs in order to fa- 
cilitate the provision and financing of health 
services to domestic migrants are (a) the stabi- 
lization of their employment situation; (4) the 
incorporation to the fullest extent possible in 
the domestic worker program of the standards 
now found in the foreign and offshore pro- 
gram; (c) the availability of some common 
denominator of health service and educational 
and informational effort from one community 
to another. 


A Charge on Our National Conscience 


It is intolerable and indecent for a society to pro- 
duce by overworking and underpaying human be- 
ings. Even if the product may cost more, we, in 
this country, usually accept the difference in cost be- 
cause it is the man that counts—not the thing. 

It is my conviction that the migrant farmworker 
will never take his place as a fully useful citizen, and 
never be able to successfully resist exploitation, un- 
til, first, Federal legislation guarantees him a decent 
minimum wage upon which he can build a decent 
and independent life; second, unless he has fairly 
continuous employment; third, until he receives the 
equal protection of all Federal and State laws, such 
as enforced housing codes, enforced safety codes, 
accessible health services, and protection of his per- 
son in the form of compensation for injury and 
unemployment. 

Progress in the health of migrants depends upon 
the removal or adaptation of residence requirements 
in the States. 
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The Federal Government can act in certain direc- 
tions—research and inform—but it cannot teach or 
develop and enforce housing codes or State highway 
safety codes or care for the medical needs of all our 
citizens. The States must do that, and the communi- 
ties within the States . . . only they can take the big 
step, removing the residence requirements that keep 
the school doors locked against migrant children. 

The migrant and his family are lonely wanderers 
on the face of our land. They are living testimonials 
to the neglect that is possible in a wealthy and ag- 
gressive economy that prides itself on the protection 
of the individual. They have no lobby—no power 
at the polls. Their lot often seems hopeless. But if 
we really want to help, we can—continuously, un- 
dramatically in action, not mere words. We must, 
for the migrant is a charge upon the conscience of 
us all—HonoraBLE JAMES P. MITCHELL, Secretary 
of Labor. (Excerpts from statement at hearings of 
the National Advisory Committee on Farm Labor, 
February 5-6, 1959.) 
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Insured Psychiatric Care 


EDITH S. ALT 


ROVISION of psychiatric care, particu- 

larly for ambulatory persons in the low-in- 
come and middle-income groups, is high on the 
list of unsolved health service needs facing 
this Nation. Courageous experiments with 
insurance for mental illness, however, have 
suggested that it may be possible to widen dis- 
tribution of psychiatric services. Notably, the 
Central Institute of Psychogenic Illness of the 
Health Insurance Fund of West Berlin offers 
valuable experience in this unfamiliar field. 

In a national atmosphere where the poten- 
tialities of science are dramatized by radio, tel- 
evision, movies, and newspapers, a popular de- 
mand for eflicacious psychiatric care is urgent. 
But there are a myraid of problems that need 
to be resolved before this demand can _ be 
satisfied. 

The consumer, for example, often finds it 
difficult to determine for himself or his family 
what constitutes an appropriate psychiatric re- 
ferral. And the consumer is not alone in this 
dilemma. The psychiatrist’s colleagues in 
other specialties of medicine, social work, law, 
education, housing, and industry often refer to 
him the recalcitrant, uncooperative person 
whom all have given up as too difficult to deal 
with in the normal course of events. 

In other words, the range of problems con- 
sidered appropriate for psychiatric referral can 
be as broad as life itself (7). Moreover, the 
pressures generated by individuals who feel the 
need of care, by professional colleagues, or by 
community services acting on their own behalf 





Mrs. Alt is the director of the division of community 
resources for the Health Insurance Plan of Greater 
New York. This paper, in somewhat different form, 
was originally presented at the conference of the 
American Psychiatric Association in Chicago, May 
14, 1957. 
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are such that an extraordinary amount of psy- 
chiatric time is diverted and not necessarily 
well used. 

The first step then is to define what is meant 
by psychiatric need. Within the context of 
these remarks, I shall limit the use of the phrase 
“psychiatric need” to designate psychiatric ill- 
ness. ‘This confines the definition to those mani- 
festations of illness that seriously interfere with 
normal and usual functioning of adults and 
children in the activities of daily living. It 
excludes many kinds of expressions of deviant 
behavior as well as the wide variety of measures 
designed to make people happier. 

If we accept these limitations, the next step 
is to relate the nature of the psychiatric prob- 
lem to the kind of treatment needed. The 
present failure to clarify this relationship has 
resulted in an enormous waste of psychiatric 
time, and has added to the frustration and con- 
fusion of the consumer who does not know where 
to turn or what kind of psychiatric service he 
should seek. The waste is also a consequence of 
our present lack of organized psychiatric serv- 
ices on a community basis. A more clearly de- 
signed community plan will have to be fash- 
ioned to conserve resources of treatment as well 
as to expedite referrals. Insurance protection 
will not miraculously wipe out this grave prob- 
lem. But any systematic screening method that 
will help consumers clarify and assess their 
need, and bring them more directly toward the 
kind of psychiatric treatment required, is bound 
to have a profound effect upon the practice of 
psychiatry and contribute to its productive use. 


New York's Plan 


In this connection, it seems pertinent to refer 
to experience in the Health Insurance Plan of 
Greater New York. Since its establishment 12 
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years ago, the plan has worked with a wide 
range of psychiatric and emotional disorders 
requiring treatment, and has had to struggle 
to match needs with scarce treatment services 
available at fees possible for most subscribers. 

The Health Insurance Plan provides psychi- 
atric consultative and diagnostic services. It 
is @ prepayment insurance organization, com- 
munity sponsored, with medical care provided 
Each medical 
group has at least one psychiatrist. Referral 
to community resources may be had through 


by 32 separate medical groups. 


social services within the plan. 

Psychiatric consultation is available on refer- 
ral by the family physician or by other special- 
ists so that the patient can receive consultation 
without delay. This means that the subscriber 
has the benefit, without financial barrier, of 
early detection and diagnosis of a psychiatric 
condition. Anadded advantage is that the phy- 
sicians in the medical groups have known their 
patients over a period of years and, therefore, 
often have pertinent information on their gen- 
eral health and family situations. 

These are distinct gains. But since the plan 
does not, as yet, include psychiatric treatment 
as a benefit, HIP is chronically pressed to find 
psychiatric treatment services for those diag- 
nosed as needing such care. 

It is my impression that the experiences of 
HIP in seeking psychiatric care for subscribers 
confirms the general community experience. 
The HIP population includes a representative 
cross section of a metropolitan community: 
school teachers, policemen, sanitation workers, 
governmental employees of all levels, writers, 
clerks, movie projectionists, machinists, and 
business executives among others. On an in- 
come basis, we find that approximately 90 per- 
cent of the subscribers report their earnings as 
less than $5,000 annually if single, and $7,500 
annually if heads of families. This leaves 10 
percent reporting their earnings as beyond 
these rates. 

Recognizing that the bulk of the HIP popu- 
lation falls into the low- and middle-income 
groups (actually not too different from our 
national distribution), it follows that the psy- 
chiatric fees they can afford to pay are lim- 
ited, unless they go into debt or change their 


living pattern. Some of these consumers may 
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have the double handicap of limited funds and 
a discouraging diagnosis. 

In many communities it is clear that among 
the adults and children most urgently needing 
care today are the extremely ill who are not 
yet in State hospitals or are not eligible. These 
are the individuals for whom ambulatory or 
day care is most difficult to obtain. Many clin- 
ics, agencies, and private psychiatrists find them 
difficult to manage and too unrewarding to be 
accepted for treatment. 

Besides patients with extreme or chronic 
mental illness there are others for whom care 
is particularly difficult to obtain: individuals 
who require immediate treatment in order to 
meet crises; those who with intensive treatment 
could avoid hospitalization; and those whose 
conditions can be diagnosed adequately only 
through a comprehensive study employing in- 
terdisciplinary collaboration. 

There are others whose psychiatric needs are 
interwoven with serious medical difficulties. 
Within this category are those with amputa- 
tions, allergies, ulcers, and heart conditions who 
need integrated treatment. Among these, and 
others, we find persons whose ability to fune- 
tion in work, education, and family life is so 
seriously impaired that they require psychiatric 
treatment to attain a self-maintaining level of 
living. 

Disadvantages in not providing psychiatric 
treatment as part of a comprehensive medical 
care plan are recognized by most organizations 
providing such care. In HIP, the psychiatrists 
themselves have urged that as soon as it is feasi- 
ble psychiatric treatment should become a part 
of the plan. 

In addition to the clinical need to provide 
treatment service, especially for those needing 
short-term ambulatory care, there are addi- 
tional values from a mental health point of 
view that deserve mention. 

Excluding psychiatric treatment from any 
plan may well reinforce in a patient the feeling 
of being a special problem, of being different, 
or of having a stigma. At the same time, it is 
not unlikely that physicians in other specialties 
would be affected in their attitudes toward psy- 
chiatric treatment. Exclusion strengthens any 
sense of difference the physician might harbor 
between psychiatric need and other medical 
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needs, setting psychiatric treatment apart as 
not an essential ingredient of medical care. 
From a practical point of view, lack of such 
service cannot help but increase the irritation 
and frustration of physicians treating subscrib- 
ers who are not getting the psychiatric care they 
need. As in private practice, these patients 
often become high utilizers of medical services. 


Broad Financial Aspects 


We should now look at the broader population 
to get a fuller understanding of the financial 
aspects of the problem. Let us consider the 
fact that 1 family out of 6 in the Nation has an 
income of $7,000 (2). If we are considering 
those who can really afford to buy psychiatric 
care on a private basis, we should have to re- 
strict the population to those having a family 
income of $10,000 per year. This represents 
1 family in 14. 

The inability of most of the population to 
pay for psychiatric care on a private basis be- 
comes even clearer when we study the net in- 
come and cost figures. The crucial fact is that 
only 10 percent of the population at the present 
time is in a financial position to buy private 
psychiatric care. In other words, some 90 per- 
cent of the population must either look to phil- 
anthropic or governmental sources for treat- 
ment or delay treatment, go without treatment, 
or build up excessive debts. 

A report prepared by the Community Coun- 
cil of Greater New York (3) analyzes the 
amount of money available, beyond basic living 
costs for employed persons and heads of fam- 
ilies, to purchase psychiatric care. This study 
reveals that a family of four with an annual 
income between $7,000 and $8,000 and living 
modestly in a metropolitan community would 
have only $7 or $8 a week for psychiatric treat- 
ment fees over a period of 50 weeks during the 
vear. A family of four with an income of 
$10,000 might conceivably have not much more 
than $20 a week for psychiatric fees. 

We can assume that the inability of many 
medical care programs to include psychiatric 
service is due to the high cost of this service 
and its scarcity. However, with the trend in 
this field moving from hospital care to com- 
munity care, we see a change having important 
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bearing on our discussion. With the consum- 
er’s increased knowledge about psychotherapy, 
optimistic reports of shorter treatment periods, 
and more emphasis on early casefinding in hos- 


pitals, group practice, and health centers, we 
can expect that more people with psychiatric 
illness will come for treatment and at an earlier 
time in the illness. This is particularly true for 
the insured consumer. A nationwide family 
survey, conducted by the Health Information 
Foundation, revealed that insured families, re- 
gardless of income, are more likely to use serv- 
ices available to them than uninsured families 
in the same groups (4). 

There seems to be little doubt that the de- 
mand by consumers for psychiatric care is roll- 
ing up around us. We see, for example, an 
increasing number of organizations sponsored 
by citizens springing up in all parts of the 
country, and each is trying to find solutions to 
various aspects of this problem. 

The complexities involved in providing the 
consumer with protection through insurance are 
apparent, especially since we believe the stand- 
ards for this care should be similar to the stand- 
ards for other medical care. In other words, 
a psychiatric program should remove the eco- 
nomic deterrent to those seeking help. It should 
provide treatment adequate in amount, kind, 
and quality as early in the onset of the illness as 
possible. Appropriate participation by the re- 
lated professions of psychology, social work, 
and therapeutic education should be an integral 
part of the plan. Its design needs to take into 
account the fears, anxieties, and resistance of 
patients who are seeking, accepting, and utiliz- 
ing this kind of care. 


West Berlin’s Plan 


The Health Insurance Fund of West Berlin, 
with its Central Institute for Psychogenic III- 
ness, has been able to meet a wide variety of psy- 
chiatric needs, including psychotherapy. From 
first-hand information gained during a visit to 
Germany in the summer of 1956 and from the 
1953 and 1954 annual reports of the program, 
I can give the following description. 

One of the reports states that the basic prem- 
ise underlying the program is that a great deal 
of illness “is not primarily organic but is emo- 
tional or mental in nature. The Health Insur- 
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ance Administration therefore organized the 
Institute for Psychogenic Illness . . . so that 
insured persons could receive psychotherapeutic 
treatment.” 

The health insurance program, which covers 
some 750,000 people, operates through a series 
of polyclinics, or health centers, located in vari- 
ous districts of the city. Psychiatrists in these 
polyclinics may themselves treat patients with 
psychiatric problems, using any of several psy- 
chiatric methods, including shock therapy or 
sleep therapy. For psychotherapy, however, 
they refer patients to the Central Institute for 
Psychogenic Illness. 

The psychotherapeutic services are given only 
to ambulatory patients who are able to remain 
in the community. In addition to patients re- 
ferred by the polyclinics, the institute cooper- 
ates with mental hospitals in the region by 
accepting for followup some patients after they 
are discharged. 

The Health Insurance Fund provides for 150 
to 200 treatment-hours for each patient, but the 
institute tries to get results in 100 hours. Both 
individual and group therapy are provided. 
Patients receiving individual treatment are seen 
2 or 3 times a week over a period of a year or 
a year and a half. 

Patients referred to the institute are given at 
reception a preliminary examination lasting 1 
to2 hours. Later they receive a complete phys- 
ical examination including extensive neuro- 
logical examination. About 2 weeks after that, 
the patient returns for the institute’s decision as 
to whether he is accepted. Two psychiatrists 
and an internist review the findings, decide 
whether the patient is treatable, and outline the 
general plan for treatment if the patient is 
accepted. A diagnosis is established. 

The institute sees from 120 to 150 new adult 
patients and from 50 to 60 new children a 
month. Of these, according to the institute’s 
criteria, one-third are not treatable, one-third 
have a good prognosis, and the final one-third 
are in a borderline category. Those considered 
unsuitable for treatment are referred back to 
the polyclinic or to some other service for sup- 
portive psychiatric or social care. The one- 
third with a good prognosis are generally ac- 
cepted, and the one-third that are considered 
borderline are studied more carefully to deter- 
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mine whether or not they can be helped. The 
institute staff apparently tries to accept the 
borderline group if there is any possibility of 
response to treatment. 

The waiting period between acceptance and 
beginning of treatment is usually about 3 
months. 

The comprehensive character of its diag- 
nostic and screening service seems an important 
factor in the successful operation of the pro- 
gram. Many believe the institute’s ability to 
maintain stable and effective service lies in the 
team studies that precede the decisions for ac- 
cepting a patient. Another significant factor 
in the institute’s program is the seeming ef- 
fectiveness of its time-limited psychotherapy. 

In general, the institute accepts most neu- 
roses, especially compulsive, obsessive, and ag- 
oraphobic. They do not accept schizophrenic 
patients. 

Reports on psychotherapy are submitted to 
the director of the institute after the first 50 
hours of treatment and when treatment is com- 
pleted. If a patient has not improved 
sufficiently at the end of 150 hours of psycho- 
therapy to discontinue treatment, the psycho- 
therapist must justify an extension. 

There are no psychologists with the clinic, 
and no psychological testing is done. Part-time 
group psychologists work in group therapy. 
There are no social workers at the institute, but 
the staff may call on social work service from 
outside agencies. 

Persons treated by the institute through 1953 
numbered 5,114. Investigation of 1,389 dis- 
missed cases showed the following results: 
cured, 538 (39 percent) ; improved, 401 (28 per- 
cent) ; unchanged, 275 (20 percent) ; results not 
yet determined, 175 (13 percent). 

In order to determine to what extent a per- 
manent result had been achieved, special stud- 
ies were made of 300 former patients whose 
treatment had been terminated successfully 3 or 
at least 2 years previously. Of these, 83.7 per- 
cent had retained the benefit of their treatment ; 
13.6 percent had relapsed, and the status of 2.7 
percent could not be evaluated. These results 
were confirmed by neurologists and internists of 
the Central Association of Specialists, which is 
not connected with the Institute for Psycho- 
genic Illness. 
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It is difficult to compare costs for the United 
States and Germany for the psychotherapeutic 
services, since the compensation of physicians 
differs considerably between the two countries. 
At their own rate of payment, it costs the insti- 
tute an average of DM 750 per patient served 
per year. At the present rate of exchange, this 
would be about $178.50. 

The full-time physicians receive monthly 
salaries ranging from DM 700 for the young 
psychiatrists to DM 1,400 (before 20 percent 
taxes). The payment is DM 5.00 per hour for 
medical therapists and DM 4.00 per hour for 
nonmedical therapists. Each psychiatrist sees 
about 7 patients twice a week and participates 
in screening about 16 or 17 applicants a week. 

The provision of psychotherapy, though it 
had been included in the health insurance pro- 
gram for 10 years, was still a controversial is- 
sue. However, four other cities in Germany 
also give psychotherapy services to subscribers 
of their insurance plans: Munich (paid by so- 
cial insurance and the university), Gottingen, 
Heidelberg, and Hamburg. 

It is the belief of those at the institute that 
a great deal of knowledge has been accumu- 
lated with regard to the appropriate integra- 
tion of psychotherapy within the framework 
of medical care. Asa result, they look forward 
to replacing full analysis for the treatment of 
neurosis with psychotherapy, in certain 
circumstances. 

For those interested in further substantiation 
of the results of the psychotherapy program, 
the Central Institute for Psychogenic Illness has 
published studies assessing their achievements. 


Conclusion 


It is my belief that the consumer’s demand 
for psychiatric treatment will continue to in- 
crease. The problem of mental illness, now 
that it is in the open and acknowledged, goes 
'o the heart of our social health. Those work- 
ng in the field can, hopefully, influence the 
torms the solutions will take. 
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We cannot underestimate the complexities 
and difficulties that must be faced in order to 
achieve sound planning. At the same time, I 
should urge that an understanding of these 
problems be shared with consumers so that 
their efforts can supplement those of all pro- 
fessional and planning groups striving to meet 
these needs. 


Summary 


The experience of the Health Insurance Plan 
of Greater New York, which provides psy- 
chiatric consultation but not treatment, offers 
abundant evidence of the need for more readily 
available and financially feasible psychiatric 
services for low- and middle-income groups. 
From the fact that only 10 percent of the peo- 
ple in the United States can afford private 
psychiatric care, it is clear that the lower in- 
come groups face a serious problem in obtain- 
ing psychiatric help, particularly psycho- 
therapy of long duration. 

An existing insurance plan, the West Berlin 
Health Insurance Fund, with its Central In- 
stitute for Psychogenic Illness, has been able 
to provide its members full study, psychiatric 
treatment, and psychotherapy. Each member 
accepted for treatment (more than one-third 
of the applicants) receives 150 to 200 treatment 
hours over a period of 1 to 114 years. 
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NEW INDIAN HOSPITAL 


The hub of health and medical services for 
81,700 Indians will be the new 200-bed Public 
Health Service Hospital in Gallup, N. Mex. 
Construction of the $2,966,300 building, a mod- 
ern four-story concrete and aluminum struc- 
ture, will be completed in November 1960. 

As the prime referral facility for 7 periph- 
eral hospitals and 24 health centers and field 
stations in an area about the size of West Vir- 
ginia, the hospital will serve Indians living on 
or near the Navajo Reservation in Arizona, 
New Mexico, and Utah. 

Referral care will encompass not only the 
specialty surgical and medical services (diag- 
nostic workup, cardiovascular diseases and 
gastroenterology, orthopedics, urology, gyne- 
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cology, ophthalmology, and otolaryngology) 
but also such specialties as neuropsychiatric 
and rehabilitation services which have not been 
available to any great extent for this Indian 
population. 

The comprehensive outpatient department 
will provide complete and integrated medical 
care and preventive health services. The cen- 
ter’s medical staff and consultants under con- 
tract will give specialty consultation to field 
personnel. The center will also serve as the 
training facility for the region for both hospi- 
tal and field health personnel. It is anticipated 
that comprehensive internship and residency 
training will be developed in several specialties 
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The inventions of clever men threaten the survival of the species. As 
a defense against the hazards of modern technology, health agencies 
have developed specific programs to control hazards in the industrial 


environment. 


Is Man Becoming Obsolete? 


DAVID E. PRICE, M.D. 


N A RECENT television program, James 

Thurber, in his casual way, noted that we 
are now living on the brink of “was.” This 
‘ather neatly sums up the growing public con- 
cern that, even if we escape destruction by war, 
something else, probably subtle, insidious, and 
gradual, may eventually cause us to become a 
“has been” species. 

The rationale for such a view is not entirely 
unreasonable. The technological world man 
has created bombards us with countless prod- 
ucts which combine within our bodies as well as 
in our environment to cause reactions that we 
as yet know almost nothing about. 

Radiation is now perhaps the major current 
cause of concern. How much radiation will the 
infants of 1959 absorb in the course of their lives 
from food, water, air, medical and dental treat- 
ments, and occupational exposures? What ef- 
fect will it have upon them and their descend- 
ants? At this stage, we just do not know, and 
unfortunately the mass investment in worry is 
probably greater than the investment in efforts 
to find out. 

But radiation is only one aspect of man’s 
changing environment. With the growth of 
‘hemical industry, organic materials of un- 





Dr. Price, Assistant Surgeon General, Public Health 
service, is chief of the Bureau of State Services. 
his paper is based on a text given at the 21st an- 
ual meeting, American Conference of Governmental 
dustrial Hygienists, in Chicago, April 27, 1959. 
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known toxicity are being introduced at an ever- 
accelerating pace. As Dr. William Shepard 
has observed: “Chemists can produce and put 
into use a dozen new products while we pains- 
takingly lay out a 3-year research project to 
test the toxic qualities of one.” If we live in 
the city, we wonder whether fumes from in- 
dustry, some of them odorless and invisible, are 
poisoning our air. If we live in the country, we 
worry about the effects of the herbicides and 
pesticides which are applied to the land and 
then leach into the streams. 

Water shortage increases the potential dan- 
ger of the modern industrial environment. It 
is estimated that in only 20 more years our 
daily use of water will almost exactly equal our 
daily supply. And we recall that it was lack 
of water which caused the dissolution of the 
great civilizations of the Middle East. 

In a way, we are modern Midases. Every- 
thing we touch and change adds to our wealth, 
yet in the process loses something of its intrin- 
sic value. 

Small wonder that we all live under the 
shadow of a haunting fear that something may 
corrupt the environment to the point where man 
joins the dinosaurs as an obsolete form of 
life. And what makes these thoughts all the 
more disturbing is the knowledge that our fate 
could perhaps be sealed 20 or more years before 
the development of symptoms. 

Yet despite these ominous developments, 
there is an almost renaissancian buoyancy in 
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our outlook as we probe outward far into space 
and inward to the microcosm of the living cell. 
Stronger than fear is the conviction that what 
may at times appear to be the shadow of ex- 
tinction is in reality the darkness preceding 
the dawn of the greatest era of progress man 
has ever known. 


New Emphasis on Industrial Hygiene 


Whether or not this proves to be true, indus- 
trial hygienists are in a peculiarly key position 
to predict, and in some measure to control, the 
nature of our future environment. Increas- 
ingly, the work environment will represent the 
world in miniature so that every advance in 
occupational health programs may contribute 
to advances in community health. Conse- 
quently, the problems of specific jobs have a 
wider significance than ever before. The day 
has passed when the industrial hygienist can 
discharge his duty by reducing the worker’s 
exposure to concentrated toxic products. The 
industrial hygienist must now also be con- 
cerned about the gradual deterioration in health 
that may result from prolonged small-dose ex- 
posure to toxic materials. And since this is 
precisely the concern of those responsible for 
controlling the general community environ- 
ment, it is not surprising to find that many 
States and communities are calling upon their 
occupational health personnel to assume major 
responsibility for newly developing programs 
in community air pollution and radiological 
health. 

At the same time, occupational health pro- 
grams cannot be neglected, as these facts clearly 
show: 

¢ The 484 professional personnel staffing the 
76 occupational health agencies in 40 States can 
cover only 10 percent of the Nation’s work force. 

¢ More than half of the industrial plants in 
the United States do not have even the most 
rudimentary type of occupational health 
program. 

¢ Only about one-third of the Nation’s work- 
ers are employed in large plants which may be 
able to afford the full range of preventive health 
services which is recognized to be desirable for 
all workers. 

¢ Longstanding occupational health prob- 
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lems, such as silicosis, which we know how to 
control, continue to affect thousands of workers. 

With so much unfinished business in estab- 
lished programs, one may well wonder how to 
meet new demands without spreading efforts 
too thin. 

This is a question which concerns us in the 
Public Health Service and this is why our occu- 
pational and environmental health programs 
are developing and expanding those services 
which will be most helpful to States in meeting 
added responsibilities. 


Air Pollution 


The air pollution programs of the Public 
Health Service officially date from 1955 when 
the Federal Research and Technical Assistance 
Act authorized the Service to help alleviate the 
problem of community air pollution by provid- 
ing grants-in-aid and technical assistance to 
States and by conducting and supporting re- 
search and training programs in the air pollu- 
tion field. Actually, our work on air pollution 
began with work on occupational health. In- 
dustrial hygienists have always recognized that 
pollution of the air in the working environ- 
ment is a hazard. 

Removing noxious contaminants from the 
plant to the outside air has been a popular solu- 
tion to the industrial aspect of this problem, 
but we are increasingly aware that it is not a 
satisfactory solution either for the plant or for 
the community. Our dissatisfaction stems 
from a growing realization that diluted 
amounts of toxic materials breathed over a long 
period of time may have harmful effects as 
surely as more concentrated amounts breathed 
over a shorter time period. 

We do not, however, have conclusive evidence 
that this is true. One of the greatest needs in 
the air pollution field is epidemiological studies 
that will help us determine the effects of iow- 
level exposures. Inplant studies as well as 
communitywide epidemiological studies could 
be most helpful. Through the air pollution re- 
search grants program, the Service hopes to en- 
courage more epidemiological studies. Within 
the Service, we are comparing mortality and 
morbidity data with various indexes of air pol- 
lution and are finding that cities with heavy 
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pollution loads tend to have higher than average 
death rates for certain diseases. This is a crude 
approach, however, and it will take a long time 
to study other factors which may be contribut- 
ing to these findings and to determine the true 
significance of these observations. 

The current community study in Nashville, 
Tenn., which involves both epidemiological ob- 
servations and intensive sampling and analyses 
of air pollutants, is another research effort by 
the Public Health Service which seems 
promising. 

Efforts to relate community air pollution to 
health may eventually have an effect on stand- 
ards for the quality of air in the work environ- 
ment. By the same token, studies of low-level 
exposures in the work environment may accel- 
erate discovery of valuable clues to the hazards 
of community air pollution. 

Probably the most publicized project in the 
Service’s air pollution research is the study of 
automobile exhaust gases which is now being 
initiated at the Robert A. Taft Sanitary En- 
gineering Center in Cincinnati. For this study, 
we are reproducing solar irradiation effects on 
diluted automobile exhaust gases and will ex- 
pose both plants and animals to this environ- 
ment. This is one of the most comprehensive 
studies of the automobile exhaust problem that 
has ever been attempted. Since many of the 
substances contained in automobile exhaust 
gases may also be emitted during metal cleaning 
operations, drycleaning, printing, and the 
manufacture of plastic, rubber, and other prod- 
ucts, the yield in knowledge may be invaluable 
in controlling industrial health hazards. 

Of more immediate significance is the train- 
ing program. Since 1955, when the air pollu- 
tion training program started, from 7 to 10 spe- 
cialized courses, each lasting 1 or 2 weeks, have 
been given annually by the Public Health Serv- 
ice. More than 2,000 persons, chiefly engineers 
and chemists, have taken these courses. Most of 
them have been from public agencies, but a num- 
ber have also come from private industry; in 
fact, last year one-third were from industry. 
[he courses were originally given only at the 
Sanitary Engineering Center in Cincinnati, but 
‘or the past 2 years they have also been given in 

arious other parts of the country. 
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There has been a growth in the number of 
colleges and universities establishing or 
strengthening air pollution courses. The 
Public Health Service has awarded 21 trainee- 
ships to students taking full-time graduate- 
level air pollution training and has awarded 
grants to 10 universities for graduate-level air 
pollution curriculums. This financial support 
for training, although relatively small, has 
given impetus to the whole training movement 
and, at present, 14 universities offer graduate 
courses for advanced degrees in subjects related 
to air pollution. 

Through the Public Health Service alone, 
there are now three immediate sources of help. 

First, a staff of specialists, physicians, engi- 
neers, chemists, and others who comprise our 
total air pollution program are available as 
consultants on new or unusual problems. We 
recognize that it is uneconomical for States and 
communities to employ regularly persons whose 
highly specialized skills would rarely be needed, 
but there is enough demand for such specialists 
to warrant the development of a central staff 
available wherever and whenever the need 
arises. Consequently, for the past several 
years, we have been recruiting such a group of 
specialists. They work with our regional con- 
sultants in meeting special needs. 

Second, the trainees who attend Public 
Health Service courses and seminars form a 
reservoir of personnel available to State and 
local agencies. 

Third, existing staffs from these agencies can 
increase their competency in the air pollution 
field by attending Public Health Service courses 
and seminars. 

The National Conference on Air Pollution 
which met last November focused nationwide 
attention on the air pollution problem and I 
believe has stimulated industries and various 
other nongovernmental agencies to step up their 
activities in research, training, and control. 
Within government, the conference gave im- 
petus to efforts to extend the Federal Research 
and Technical Assistance Act beyond its expira- 
tion date of 1960 and thus assure continued 
Federal assistance in grants to States, research, 
training, demonstrations, consultation, and 
other technical aid. 
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The proceedings of the conference constitute 
an up-to-date reference book since it reports in 
full the papers given by some 90 authorities in 
industry, government, and other organizations, 
together with detailed discussion of papers by 
persons with varying viewpoints. 


Radiological Health 


The radiological health program of the 
Public Health Service has also been expanding 
rapidly and should become an _ increasingly 
valuable source of help in dealing with occu- 
pational health and even broader problems of 
radiation. A special Division of Radiological] 
Health was established last year and is staffed 
with specialists in both medical and engineering 
aspects. 

Like the air pollution program, the radio- 
logical health program conducts and supports 
research, carries on a training program with 
courses at the Sanitary Engineering Center and 
in other parts of the country, and provides con- 
sultation and technical assistance to States and 
communities upon request. Also like air pol- 
lution, the program, despite rapid expansion, 
still lacks sufficient staff and other resources to 
give as much help as one might wish. 

Even if one considers only the occupational 
aspect of radiological health, its scope and pre- 
dictable growth are truly formidable: 

* It is estimated that 175,000 persons are cur- 
rently employed in atomic energy industry. 
Thousands of other workers are engaged in 
operations involving the use of X-rays and 
radioactive substances. 

* Two thousand hospitals and other institu- 
tions are licensed to use radioisotopes for 
medical purposes. 

¢ A study underway by the occupational 
health program of the Public Health Service 
indicates that in at least one industry, uranium 
mining, the protections now available to workers 
are not yet adequate. About 64 percent of the 
miners in the Colorado plateau area, where most 
uranium mining is done, were found to be 
exposed to dangerously excessive concentrations, 
at least fivefold in excess of the desirable work- 
ing standard. 

The rapid growth in the past few years in the 
number of workers dealing with radioactive 
materials is as nothing compared with the 
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growth we shall see in the immediate years 
ahead. The tremendous task of learning more 
about the health hazards to the workers involved 
and of finding effective control measures must 
be shared by government at all levels and by 
industry. 

Better application of existing knowledge, 
however, can accomplish much even now. We 
have recently had a dramatic demonstration of 
this among our own employees in Public Health 
Service hospitals. In July 1958, continuous 
film badge monitoring was initiated in most of 
the Public Health Service hospitals, outpatient 
clinics, and field medical units. More than 1,600 
film badges have been worn for 1-month periods 
by personnel working in and around X-rays 
and other sources of radiation. Analysis of the 
film badge reports for August 1958-January 
1959 indicates a progressive decrease in the 
number of badges which exceeded an exposure 
of 30 milliroentgens per week. This exposure 
is the practical maximum exposure which need 
not be exceeded by hospital personnel taking 
necessary precautions. Using this limit, 6.5 
percent of the film badge wearers were over- 
exposed the first 2 months and only 0.5 percent 
in the last 2 months, or a decrease from 31 to 3 
needlessly large exposures. 

Similar episodes could no doubt be recounted, 
for almost invariably a real drive to reduce 
radiation exposure of workers produces im- 
pressive results. 

We are happy, therefore, to note that the 
States are exhibiting an increasing awareness 
and interest in the public health problem of 
radiation exposure. This is denoted in the 
increasing number of requests for consultative 
and technical assistance in coping with radia- 
tion problems, ranging from specific technical 
questions to assistance in development of 
comprehensive programs in radiation protec- 
tion. Consequently, the following activities 
have been initiated in response to such ex- 
pressed needs: 

e Assistance in the development, organiza- 
tion, and operation of State health agency 
radiation programs. Such assistance is being 
provided by both headquarters and regional 
consultants, and, in some instances, by the 
assignment of trained Division of Radiological 
Health personnel to States on a full-time basis. 
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¢ Consultation on State legislation and rules 
and regulations for the control of radiation 
hazards. 

¢ Demonstration projects on public health 
methods for the reduction of radiation exposure 
to the public from clinical use of X-rays. 

¢ Technical aid in surveys and monitoring 
programs designed to determine the amount 
and effect of radioactive contamination and the 
extent of radiation exposure to our population. 

e Assistance in evaluating the adequacy of 
proposed radioactive waste treatment and dis- 
posal mechanism in reactor facilities and in 
radioisotopes usages. 

¢ Provision of information to communities 
near the site of reactor operations including: 
advice on the protective measures to be em- 
ployed in connection with site selection; the 
outlining of laboratory or other radiation 
measuring methods considered necessary to de- 
termine the amount of radioactive contamina- 
tion or exposure to individuals; and the proper 
interpretation of the results and effectiveness 
of various radiation protection methods or de- 
contamination procedures. 

The current program is in a transitional 
stage and, depending on the resources available 
to it, will develop in the coming months along 
lines best calculated to aid in the development 
of State activities. 

Particularly significant to the future 
development of the radiological health pro- 
gram are the hearings which the Joint Com- 
mittee on Atomic Energy is now conducting. 
The report of the Public Health Service 
National Advisory Committee on Radiation 
also suggests activity levels and assignment of 
responsibilities. Both documents deal exten- 
sively with the respective roles of Federal and 
State governments. 

At the Joint Committee hearings 2 years ago, 
Merril Eisenbud, manager of the New York op- 
erations office of the Atomic Energy Commis- 
sion, pointed out that one reason why so maay 
unanswered questions about radiation effects 
exist is that we know so much, rather than so 
ittle. “It is simply characteristic of good re- 
earch that answers beget questions,” he said, 
ointing to the disparity in the funds invested 

1 radiation studies as contrasted with air 
ollution and other areas. He concluded that 


1. 74, No. 8, August 1959 


if full information about organic chemicals and 
heavy metals were available, we should be ask- 
ing the biologists many of the same kind of 
questions we are asking them today in regard to 
radiation effects. 


Occupational Health Program Activities 


It is imperative that we learn more about the 
new products that are being introduced so 
rapidly into general daily use in homes, farms, 
and factories. We realize, however, that the 
sheer number of chemicals being introduced 
each year as industrial compounds or interme- 
diates precludes comprehensive toxicological 
screening. We in the Public Health Service 
also recognize that our own research efforts in 
this area have not kept pace with the problem 
and its needs. It is our hope that the toxi- 
cological and other activities of the occupa- 
tional health program can be strengthened. 
The National Health Forum at its meeting in 
Chicago, March 17-19, 1959, strongly under- 
scored the need for expanded Federal partici- 
pation in occupational health activities. It 
particularly stressed the need for more epi- 
demiological studies. 

We believe that a first step in protecting the 
growing numbers of workers exposed to indus- 
trial chemicals is basic research to develop 
more efficient methods of toxicological evalua- 
tion. One such need is for the development of 
adequate testing procedures which will permit 
prediction with greater accuracy of the effects 
of long-term exposures. Also needed is the de- 
velopment of diagnostic procedures which, 
when applied to man, will detect changes long 
before permanent change has occurred. 

The occupational health program has re- 
cently begun experimental work in this field of 
preventive industrial toxicology. The research 
which resulted in the discovery that vanadium 
poisoning can be detected by changes in the 
fingernails long before any clinical symptoms 
appear is the first fruit of a program that we 
hope will yield many other equally valuable 
findings in the coming years. 

Another specific activity that we would like 
to strengthen is the occupational health infor- 
mation exchange. We hope to develop it into 
a central source of information on the toxicity 
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of chemical compounds, hazards associated with 
new processes, disease problems in industry, 
and control methods. The exchange was 
started rather recently on an experimental basis 
and seems to be meeting a long-felt need. 

Emphasis will also continue to be placed on 
field studies, which are indispensable to occu- 
pational health progress. At present, the occu- 
pational health program has several studies 
underway which concern large segments of the 
working population. One of these concerns the 
effects of industrial noise on hearing, an ex- 
tremely serious problem intensified by increas- 
ing off-the-job background noises. Another 
study, being conducted jointly with the U.S. 
Bureau of Mines in the western metal mines, 
seeks to determine how and where silicosis may 
be occurring. This problem remains the most 
significant occupational disease in terms of dis- 
ability and compensation. Still continuing is 
the long-term study of radiation effects in ura- 
nium mining, to which I referred previously. 
These are just a few of the field studies which 
we hope will increase in number and scope. 

Everyone in occupational health feels most 
keenly the great need to improve and expand 
our mechanism for collecting and reporting in- 
formation on the health status of workers. Em- 
ployee health programs, with periodic apprais- 
als of health status, can contribute greatly to 
such epidemiological research. This is one 
strong reason, among many others, why we must 
find ways to reach workers in small establish- 
ments with employee health programs. 


Basic Approaches 


We need to develop a much larger amount of 
biological content in all programs that involve 
the environment. This can be done only if the 
engineer, the chemist, the biologist, the physi- 
cian, and other specialists operate as a closely 
knit team. 

Such teamwork is being fostered in every pos- 
sible way within the Bureau of State Services. 
For example, in the Radiological Health Divi- 
sion, physicians and engineers develop policies 
and projects jointly. In the air pollution pro- 
gram, although organizationally separated, 
physicians and engineers share the same office 
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quarters in Washington and work in the same 
laboratories in Cincinnati, with the end result 
that there is joint planning and operation. 

To strengthen such coordination at the ad- 
ministrative level, Mark D. Hollis, formerly 
chief of the Division of Sanitary Engineering 
Services, has been recently appointed associate 
chief of the Bureau of State Services. With 
his assistance as a member of my immediate 
staff, we expect to achieve an even greater degree 
of integration in engineering and medical pro- 
grams. We hope to improve steadily our ability 
to channel, through our regional offices, what- 
ever combination of medical, engineering, or 
other specialized consultant services may be 
needed in developing local programs. 

In considering needs for future activity in the 
fields of environmental health, attention should 
be given to the published Hearings of the 
House Subcommittee on Appropriations which 
were released April 24, 1959. At the request 
of Chairman Fogarty, Congressman from 
Rhode Island, Dr. Leroy E. Burney, Surgeon 
General of the Public Health Service, empha- 
sized the needs in the years ahead : 

“In the present stage of thinking, it would 
seem desirable to establish some centers where 
orientation would be to particular problems of 
man in his environment and where research and 
studies of a specific type of community or indus- 
try, or environmental contaminant or influence 
could be carried out. Within these centers, 
technical assistance could be made available 
and training could be given in support of 
the total public health effort of the various 
components of the Service and of the States.... 

“Our planning for expansion of program and 
facilities at Cincinnati in sanitary engineering, 
air pollution, water pollution, occupational 
health, toxicology, and radiological health is 
quite advanced. We do not believe that all of 
the needs of the Service in these fields can be 
met at any one geographic site; nor that the 
total needs of the Nation should be met in 
Federal governmental facilities. It will there- 
fore be prudent to plan for eventual develop- 
ment of a number of centers, utilizing, where 
feasible, established educational and research 
organizations.” 
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Just as the team approach envisioned by 
Dr. Burney in this statement is the best way 
to study the complex problems of man and his 
environment so, I believe, the educational ap- 
proach offers the best way of getting something 


done about them. 


The writing into law of 
maximum allownble concentrations and other 


criteria can some day be helpful, when we are 
confident what such criteria should be. But 
more necessary than legal criteria are the ed- 
ucational efforts which prompt labor, manage- 
ment, and the general public to take voluntarily 
those actions which will contribute to a health- 
ier environment for all. 


PUBLICATION AND FILM ANNOUNCEMENTS 


The publications and films selected 
for this list have been issued by or 
produced for State, local, voluntary, 
or other organizations associated 
with public health. Address in- 
quiries to the publisher, sponsoring 
agency, or distributor. 


To Your Health. Film on alcohol 
and alcoholism presented by the 
World Health Organization. De- 
signed and directed by Philip Stapp. 
16 mm., color, 10 minutes; $100, in- 
cluding shipping in the United 
States. Center for Mass Communi- 
eation, a Division of Columbia Uni- 
versity Press, 1125 Amsterdam 
Avenue, New York 25, N.Y. 


Rescue Breathing. Safety film 
teaching mouth-to-mouth and mouth- 
to-nose method of reviving suffoca- 
tion victims. Written, produced, and 
directed by Lewis and Marguerite 
S. Herman. 16 mm., black and 
white or color, sound, 21 minutes, 
24 seconds; 1 to 5 prints, black and 
white, $110 each; color, $200 each; 
reduction for 6 or more _ prints. 
American Film Producers, 1600 
Broadway, New York 19, N.Y. 


Current Research and Development 
in Scientific Documentation, No. 4. 
Compiled by Mrs. Madeline M. Hen- 
derson, National Science Founda- 
tion. April 1959; 85 pages; 15 
cents. U.S. Government Printing 
Office, Washington 25, D.C. 


Field and Clinical Survey Report of 
the Mental Health of the Indigenes 
of the Territory of Papua and New 
Guinea. Prepared by Alex. Sinclair, 
M.D; MLR-C.P:., PR ACP... 1957259 
pages. W. 8S. Nicholas, Government 
Printer, Port Moresby, Territory of 
Papua and New Guinea. 
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All the Years. A filmstrip depicting 
contributions of a community cen- 
ter to the lives of oldey people. 72 
frames, black and white, with record 
and script, 15 minutes; $9, including 
packing and shipping. Leo Seltzer 
Associates, Ine, 368 East 69th 
Street, New York 21, N.Y. 


The Physician and Labor Health 
Plans. 1959; 18 pages; 20 cents. 
American Labor Health Association, 
16 East 16th Street, New York 3, 
N.Y. 

Toward Understanding Stuttering. 
By Wendell Johnson, Ph.D. 1959; 
40 pages; 25 cents. National So- 
ciety for Crippled Children and 
Adults, 2023 West Ogden Avenue, 
Chicago 12, Ill. 


24 Hours Make a Year. Annual Re- 
port of the Council on Alcoholism, 
1958-59. 1959; leaflet; no charge 
for single copies. Council on Al- 
coholism, Public Health Federation, 
312 West Ninth Street, Cincinnati 
2, Ohio. 


Hints for Programs on Health. 
June 1959; 10 pages; no charge for 
single copies. Health Education 
Council, Public Health Federation, 
312 West Ninth Street, Cincinnati 2, 
Ohio. 


A Guide to Public Health Program 
Accounting. Prepared by the Com- 
mittee on Program Budgeting and 
Accounting of the Association of 
Business Management in Public 
Health. December 1958; 83 pages; 
$1. Mr. Ernest B. Davis, Presi- 
dent-Elect, Association of Business 
Management in Public Health, Geor- 
gia State Department of Health, 
State Office Building, Atlanta 3, Ga. 


VA Prospectus, Research in Aging. 
Transcription of a meeting of the 
Veterans Administration Advisory 
Committee on Problems of Aging 
and guest experts, edited by Dr. 
Charles C. Chapple. 1959; 125 
pages ; $1.50. U.S. Government Print- 
ing Office, Washington 25, D.C. 


Health in the Mexican-American 
Culture. A Community Study. By 
Margaret Clark. Study sponsored 
by the Rosenberg Foundation. 1959; 
253 pages; $5. University of Cali- 
fornia Press, Berkeley and Los 
Angeles. 


Urban Sprawl and Health. Report 
of the 1958 National Health Forum. 
1959; 228 pages; $1.75. National 
Health Council, 1790 Broadway, New 
York 19, N.Y. 


Radiation: Physician and Patient. 
Comprehensive film on diagnostic ra- 
diology : its biological effects, physi- 
cal behavior, and proper use in clin- 
Presented by the 
American College of Radiology in 
cooperation with the Public Health 
Service, supported by a grant from 
the Rockefeller Foundation. 16 
mm., color, sound motion picture, 45 


ical situations. 


minutes. Prints can be obtained for 
professional use without charge 
from: American College of Radi- 
ology, 20 North Wacker Dr., Chi- 
cago 6, Ill.; American Medical As- 
sociation, Film Library, 535 North 
Dearborn Street, Chicago 10, IIl.; 
Division of Radiological Health, 
Public Health Service, Washington 
25, D.C.; any regional office of the 
Department of Health, Education, 
and Welfare, or any State health 
department. 
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Calendar of Health Department Events 


SIMPLE CALENDAR devised by the 
A Calhoun County Health Department in 
Michigan has proved effective in helping all 
parts of the organization to anticipate forth- 
coming events. 

Serving a population of approximately 
142,000, the department has a staff of 32 per- 
sons in a ratio of 3 professional staff members 
to 1 clerical assistant. The total annual budget 
is less than $190,000, of which $165,000 is 
provided from county taxes by the board of 
supervisors. 

Like its counterparts, the Calhoun County 
Health Department has certain established pro- 
grams and responsibilities: 

Laboratory procedures. 

Home and traffic safety. 

Student affiliation. 

Civil defense. 

Staff education and meetings. 

Immunizations by triple antigen and poliomyelitis 

and smallpox vaccines. 

Reports. 

Mental health. 

Tuberculosis. 

Crippled children, school children, and maternal 

eare. 

In addition, there are established programs 
which must be accomplished on a seasonal basis 
within a short period of time, such as: 


Topical application of fluoride. 
Spring cleanup. 

Food establishment inspection. 
Trailer park and camp inspection. 
Immunization of school children. 
Nursing home inspection. 
*articipation in meetings. 

The department is also called upon to partici- 
pate in certain campaigns and community activ- 
ities which not only have value in themselves, 
but assist in the establishment of community 
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rapport. Examples are annual drives directed 
to public knowledge of diabetes, farm safety, 
fire prevention, spring cleanup, Christmas safe- 
ty, and mental health. ; 

The schedule of events entered on the calendar 
allows employees to evaluate the prospective 
workload at a glance. It gives a quick view of 
the periods of the year filled with scheduled 
activities and periods which conceivably may be 
used to develop a new program or emphasize 
existing programs. 

Once it is fully determined that a scheduled 
program or event no longer has public health 
significance, it soon yields its place on the 
calendar to others. 

The calendar is especially useful in planning 
public information campaigns, allowing time 
for gathering new and pertinent information 
and evaluating past procedures. 

Also each division in the department becomes 
aware, in general terms at least, of the antici- 
pated activities of other divisions, through use 
of the schedule of events. It alerts officials in 
many instances to opportunities for coopera- 
tion between divisions that might not otherwise 
be explored. Public health nursing and sanita- 
tion activities in particular have been coordi- 
nated by this process, so that they may share 
effectively in information services, or perhaps 
time their use of laboratory facilities at periods 
that are opportune. 

A sample of the calendar, reproduced on fac- 
ing page, is modified to meet the mechanical 
limitations of the printed page. The calendar 
used at Battle Creek is constructed to permit 
each user to write in a new or temporary project. 
—GerorceE M. Watson, M.S.P.H., consultant in 

health education, Calhoun County Health Depart- 

ment, Battle Creek, Mich. 
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of 
the 


worker 


Mental health in industry was the subject of two panel sessions 
at the National Health Forum, held in Chicago, March 17-19, 1959, 
under the sponsorship of the National Health Council, with “The 
Health of People Who Work” as its general theme. 

Participants in the panel discussion were: Dr. David H. Gold- 
stein, medical director of the New York Times; Dr. Kenneth Mun- 
den, psychiatrist in the division of industrial mental health, 
Menninger Foundation; Richard C. Warren, director of education 
and personnel research, International Business Machines Corpora- 
tion; Dr. Alan A. McLean, psychiatric consultant, International 
Business Machines Corporation; Dr. Ralph T. Collins, psychiatric 
consultant, Eastman Kodak Company; and Dr. James C. Conant, 
psychologist, Hanford Atomic Products Operations, General Elec- 
tric Company. Dr. Collins and Dr. McLean were chairmen. 


Public Health Reports 








ial 
ric 








ENTAL HEALTH in industry pre- 
sents a challenge to management. 
This challenge is ne longer obscure. 
People have become quite familiar with the 
costs of treating the mentally ill, the shortage 
of trained psychiatrists, and the actions taken 
by many States in an attempt to improve the 
therapy of those stricken with mental illness 
and to further research into its causes. 
Chairman Collins made these statements in 
opening a discussion of mental health in the 
industrial setting. He added the following 
facts: 
¢ Emotional illnesses cause more absentec- 
ism from work than any other illness except 
the common cold. 
¢ Kighty to ninety percent of dismissals to- 
day are attributed to social incompetence, 
the inability to get along with people. Ten to 
twenty percent of dismissals are defined as 
technical incompetence. 
¢ One of four workers, or 16 million of 65 
million, manifest personality disturbances 
through absenteeism, accidents, alcoholism, ill- 
ness, job dissatisfactions, or trouble with co- 
workers and supervisors. 
¢ Off-the-job stresses loom large in the cau- 
sation of on-the-job dissatisfactions, ineffec- 
tiveness, poor work habits, ineffectual relations, 
and faulty attitudes. 
¢ The cost to industry of the disruption re- 
sulting from emotional disturbances among 
workers, supervisors, and executives runs into 
hundreds of millions of dollars annually. 
¢ Leadership in the office and factory is a 
vital force in the promotion and preservation 
of mental health in the environment of the 
worker at any level. 
¢ If he is to be a good leader, the health of 
the executive must be conserved, and yet today 
there are many pressures, frustrations, fears, 
and feelings of insecurity in his life. Consider 
the titles of some recent articles in business and 
popular magazines relating to the hazards of 
being an executive, such as “Slow Up or Blow 
Up,” “Your Next Promotion Can Kill You,” 
and “Must Executives Die Young?” 
Collins underscored the importance of the 
total health of the worker, both physical and 
emotional, to the worker himself, the company 
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which employs him, and to his family and 
community. 


Occupational Medicine 


The objective of occupational medicine is 
to keep the working force as healthy and 
therefore as effective as possible, Goldstein 
said, And he added that the keystone of health 
maintenance is preventive medicine and case- 
finding. 

In casefinding covering the whole host of 
physical and mental diseases, the plant physi- 
cian is concerned primarily with early detec- 
tion, particularly in mental illness, Goldstein 
continued. He knows that the earlier detec- 
tion is achieved, the more likelihood of cure or 
if not cure, substantial amelioration, and the 
less disruption in the industrial community. 

Goldstein described the plant physician as 
an unusual combination of personal physician 
to the employees during their working hours 
and health officer for the plant as a whole. In 
both capacities, he observed, there is oppor- 
tunity for early detection of mental illness. As 
personal physician, he can relate physical and 
emotional stress tc the total medical problem 
as employees seek his assistance, and as health 
officer, records and statistics permit him to 
observe, epidemiologically, the areas of ex- 
cessive absences, accident frequency, or in- 
creased frequency of visits to his department. 

As a means of casefinding in mental illness, 
Goldstein emphasized the advantage of educat- 
ing supervisors to recognize symptoms. Sup- 
port for this program, he said, should include 
a halt for medical appraisal, after a reprimand 
and before disciplinary action. The appraisal 
should be preceded by an interview with the 
supervisor. Deterioration in worker perform- 
ance, especially when associated with person- 
ality change, always warrants referral to the 
medical department. He also pointed out the 
advantages of screening morbidity data for de- 
pressions masquerading as spastic colon, palpi- 
tations, fatigue, and noticeable weight change. 

But the responsibility of the physician in in- 
dustry goes beyond detection of mental illness 
alone into the broader area of prevention, Gold- 
stein continued. As a member of the plant 
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community, the physician is free to discuss 
work attitudes and climate and, through these 
discussions, obtain understanding of human re- 
lations in the various departments. He ap- 
preciates the importance of and observes group 
behavior. He is aware that many companies 
have a “plant personality” to which employees 
attempt to conform. 

Company policy, according to Goldstein, may 
invite employees of the type who thrive in a 
dependency relationship. Disturbances in su- 
pervision or job assignment of these dependent 
personalities may well develop stresses or even 
breakdown. He suggested that anticipation 
of such situations permits preventive measures. 

In discussing the present emphasis on the ex- 
ecutive position as a health hazard, Goldstein 
said scare headlines are “a bit overdone.” He 
cited the results of a recent study by a large 
corporation, using heart disease, hypertension, 
and arteriosclerosis as stress manifestations, 
which showed an incidence somewhat lower 
in executives than in rank and file workers of 
comparable age and sex. He prefaced his re- 
marks in this regard, however, by saying there 
is a rather extensive executive health program 
in operation at his plant and mentioning the 
value of the health appraisal and counseling 
part of these examinations. 

In adopting what he termed a tangible and 
concrete approach to possible solution of certain 
mental health problems in industry, Goldstein 
discussed some of the specific procedures used 
by his company. 

We must realize that throughout the United 
States the predominant occupational health 
service in industry is provided by the nurse, 
working alone, Goldstein said. It would be 
blind indeed, he added, to concentrate on the 
large plant medical service with an elaborate 
staff. 

Through recognition, the nurse can take the 
first steps in handling employees with mental 
illness, he continued. If a doctor is available, 
either on call or on a part-time basis, she gives 
him a history of her reasons for referral. If 
she does not have a plant physician available, 
she can reach the employee’s family physician, 
alert him to the situation, and at the same time 
encourage the employee to see his doctor. Both 
elements were considered essential by Goldstein. 
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The nurse has a variety of community re- 
sources available, he added, if the family phy- 
sician is unwilling to assist or feels unequipped 
to handle psychiatry, if there is no family 
physician, or if the employee cannot pay for 
help. But her fundamental role is to recog- 
nize emotional disturbance and to encourage 
the employee to seek help. 

He emphasized that the employee with men- 
tal illness must reach out for help; he cannot 
be directed to seek it. 

In citing specific examples of help given by 
a medical department, Goldstein discussed first 
the “ever-present and too common” problem of 
alcoholism. In his plant, he said 214 percent 
of the employees are identifiable alcoholics. 
Ile added that there are probably more, un- 
known to him. 

Alcoholics have a tremendous need to see 
themselves in relation to people, he said, and 
we try to harness this motivation through a 
firm yet gentle approach, saying “Let’s be re- 
alistic, you have a problem. Here are the ave- 
nues of help.” In the case of a recognized 
problem drinker, Goldstein continued, job 
jeopardy is used in a system of warnings, in 
the hope this will motivate the man to seek 
assistance. 

Sources of help suggested by Goldstein were 
the family doctor, Alcoholics Anonymous, and 
community resources. While listing the family 
physician as the frontline of defense in con- 
sidering community aspects of depressions and 
severe psychoneuroses, Goldstein added that for 
the most part he will not assist in treatment of 
alcoholism. 

Preventive psychiatry appropriately used 
was discussed by Goldstein as another example 
of good mental health practices in industry. 
Retirement shock is a familiar term today, he 
said, stating that it is his belief that the dazed, 
apathetic, and withdrawn attitude of individ- 
uals verging on retirement or newly retired 
can be avoided through counseling. His or- 
ganization, he said, routinely schedules informal 
discussions with employees between 6 months 
to 2 years prior to retirement. The individuals 
without resources outside their job are the most 
likely candidates for retirement shock, and it 
is these individuals who can be helped through 
counseling. 
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Goldstein explained his company’s proce- 
dures in the return to the work area of a patient 
cured of a mental illness. He elaborated on 
the consultative techniques between the hospital 
psychiatrist and the plant physician in evalu- 
ating the demands of the job, saying that the 
advice of the psychiatrist is followed in most 
instances, in modifying either the work itself 
or the hours of work. He pointed out that these 
efforts are not always successful, but without 
these techniques, the patient might never be 
returned to work. 

Goldstein recognized that there are only : 
handful of industries in the United States em- 
ploying a psychiatrist full time. Recognizing 
that it would not be practical for many to do so, 
he advocated use of the part-time psychiatrist 
ona consultative basis. 

Considering that the use of community re- 
sources is dictated by cost and the limitation of 
employee’s funds, he saw encouraging develop- 
ments in the area of insurance, such as major 
medical care programs and group policies, taken 
out by labor and management or management 
alone or paid cooperatively. 

Goldstein stressed the importance of preserv- 
ing the confidential nature of medical informa- 
tion in a company setting. Obvious outbreaks 
cannot be concealed, but referrals for subtle 
manifestations must be preserved as a confi- 
dence. The value of maintaining this infor- 
mation as privileged was related by Goldstein 
to the number of employees coming to his de- 
partment for help. 

While it is axiomatic that the industrial medi- 
cal department appreciate its responsibility in 
the area of mental health, Goldstein said, it is 
equally axiomatic that if the whole program is 
to succeed, management must endorse and sup- 
port the medical department. 


Research 


There are two ways of looking at mental 
health problems in industry, Munden said. 

We can enumerate symptoms, such as those 
implied in alcoholism, absenteeism, accident 
proneness, promotion neurosis, and occupa- 
tional reactive depressions—a palliative and 
purely symptomatic aproach not in keeping 
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with medical tradition that diagnosis precedes 
treatment. 

Or we can look beneath the surface at the 
forces in industry which tend to impair mental 
health, such as failure to provide identification 
models, interference in interpersonal relation- 
ships, or demands on people beyond their in- 
dividual capacities or skills with a resultant 
failure to come to psychological fruition. 

Munden related these forces, which he said 
precipitate symptoms through deflating self- 
esteem to a feeling of worthlessness, to three 
factors: reluctance to act, power relationships, 
and the impact of change. 

He mentioned perceptive executives, who un- 
derstand the effects of motivation very well 
but who hesitate or are reluctant to put their 
knowledge to use by satisfying the desire to 
be heard, to be recognized. The classic denial 
of opportunity for individual recognition per- 
sists along with the custom of giving a watch 
for 30 years of service, even under an informed 
management. 

Failure to recognize the meaning of power 
held over others creates another problem area, 
Munden indicated. 

Living is a system of power relationships 
and dependencies, he said. We start life de- 
pendent upon those more powerful than we— 
our parents. From then on, any person in a 
position of authority is the “father figure.” 

People have conscious expectations of being 
protected, helped, supported, and guided by 
the authority figure. They also have uncon- 
scious expectations of which neither they nor 
the person in power is aware. Knowledge of 
such power relationships and their proper use 
means that a supervisor appreciates his role 
fully. 

Technological changes are occurring so rap- 
idly that it is difficult to keep up with them, 
Munden said. It is assumed that people can 
change as easily, accepting the dictum, for ex- 
ample, that automation does not mean loss of 
a job and that there will be no fears and anxie- 
ties or disbeliefs of such a dictum. 

He pointed out the example of the difficulties 
of middle-aged people in accepting changes in 
job techniques or increased responsibilities, 
their feeling being that they cannot change, 
even while they complain. 
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Sponsored by the National Health Council and 
its more than 65 member agencies, the National 
Health Forum on “The Health of People Who 
Work,” held in Chicago, March 17-19, 1959, was 
attended by approximately 600 persons from the 
States, Hawaii, Puerto Rico, and Canada. 

Seventeen groups discussed such areas of occu- 
pational health as provision of a healthful working 
environment, preparation for retirement, mental 
health. health education, communication, mobiliza- 
tion of resources, programs for small plants, and 
costs relating to worker health. At the close of the 
3-day meeting, representatives of labor, manage- 
ment, the professions, and the voluntary and official 
agencies summarized suggestions for improving the 
health 


communities. 


of workers, their families, and_ their 

Throughout the sessions, an underlying theme 
was the need for new colleagues—from manage- 
ment, labor, the health professions, and the volun- 


tary and official health agencies—to join the 


Munden stressed the error of treating symp- 
toms as problems. He emphasized that this 
in itself is one of the biggest hazards to good 
mental health practices in industry. 

Ife warned industry against placing matters 
of human relations in the hands of nonexperts. 
These nonexperts have lives entrusted to them, 
holding power over the occupational future of 
individuals, he said. 

Get help when interested in employees who 
come to you with troubles, Munden urged. 
Mental health problems cannot be tackled alone. 

As a typical situation, he cited the industrial 
nurse who has to deal with employees drifting 
in and out, obviously seeking something and 
taking up her time in aimless conversation. 
She can’t change the world and the plant by 
herself, he said, but she respectfully can de- 
mand aid. He said local mental health agencies 
would respond, naming State hospitals as a 
source of psychiatric assistance on a consulta- 
tive basis. 

Munden admitted that few psychiatrists are 


706 





The Health of People Who Work 


industrial physician, hygienist, and nurse in the 
common interest of occupational health. 

It was forcefully brought out that official agencies, 
national, State, and local, have not yet developed 
adequate programs in the field of occupational 
health. Among other recommendations, speakers 
urged that sufficient funds be allocated; that all ofh- 
cial agencies, as employers, provide occupational 
health for their employees, thereby 
setting an example for voluntary agencies and for 
private industry; that official agencies take a more 
active part in conducting multiple-industry, large- 
scale epidemiological studies; and that guidance be 
given especially to the development of occupational 


programs 


health programs for employers with relatively small 
numbers of employees. 

A full report, entitled “The Health of People Who 
Work,” based on transcript records of discussions 
by the more than 200 specialists attending the 
forum and edited by Albert Q. Maisel, is sched- 
uled for publication by the National Health Council 


in October 1959. 


interested in the industrial area, since their first 
interest is in cases. They will take a referral 
but are reluctant to visit a plant and discuss 
mental health practices. 

Techniques used to stimulate interest in in- 
dustrial psychiatry at the Menninger Founda- 
tion were described by Munden. He said that 
about 10 percent of psychiatric residents in this 
country are trained at the Menninger School 
of Psychiatry. A seminar on industrial psy- 
chiatry was initiated in 1955 and has been held 
yearly since then. Interest was shown but the 
reaction was negative on the whole. In 1957, 
visits by residents to nearby plants were begun, 
with the cooperation of the medical depart- 
Most residents were amazed and re- 
program 


ments. 
sponded positively to this new 
orientation. 

Munden suggested that this approach would 
be useful in stimulating interest among local 
psychiatrists and mental health associations. 

Recognize the problem and get the help avail- 
able, was his closing admonition. 
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Education 


An industrial setting is not appropriate for 
direct psychotherapeutic activity, Conant said. 
It isa place where we can identify problems and 
see that proper care is prescribed. It is in the 
more important role of prevention that the psy- 
chologist makes his contribution, he stated. 
The industrial community inherits the prob- 
lems of its society. Since mental health is one 
of society’s major problems, so it is industry’s. 
People bring to work their cares and anxieties, 
their alcoholism, and their concern about their 
children. The industrial social order can pro- 
vide gratifications which reduce these stresses 
or it can nurture dissatisfactions, which become 
imbedded, take root, and flourish in the in- 
dustrial soil. The objectives of an educational 
program are to aid in providing the knowledge 
and tools to create a desirable atmosphere. 

Conant emphasized the importance of man- 
agement decisions on the mental health climate. 
Even casual comments often are taken quite 
seriously. He cited the example of the manager 
who indicated to one group that their house- 
keeping could be improved. Several groups im- 
mediately set other work aside to clean house, 
irrespective of priority, because “the old man 
is on a house-cleaning kick.” 

Thought given to the effect of management 
decisions can be a powerful tool in improving 
the climate and lessening the aggravation of 
people’s emotional problems. 

Another problem area was labeled by Conant 
as that of “conflicting needs.” He referred to 
management’s attitude of “what’s good for the 
organization is good for the people,” without 
recognition of the divided loyalties and con- 
flicting needs of people. In citing examples, he 
told of the manager who gave a low rating to 
employees who left exactly at closing time, 
thereby imposing an unrealistic standard in 
view of their responsibilities to their families 
and communities. He also mentioned the 
people who, though paid on a piecework basis, 
curtail their production rather than incur criti- 
cism by their peers. 

We sometimes make people feel anxious and 
inordinately guilty, Conant said, oftentimes 
quite unnecessarily, by failure to recognize their 
conflicting needs and to help in resolving them. 
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Conant said the training program at his plant 
is aimed at three levels of understanding how 
people think, feel, and act. 

The orientation course, labeled “Understand- 
ing People,” includes seven 2-hour sessions once 
a week. An additional session at the initiation 
of members is called a “self-analysis experi- 
ment.” With their full consent, members 
anonymously take a personality test. They also 
predict their individual scores on ten traits, 
based on guides that are provided. They then 
indicate what they wish they were like. The 
answers yield a self-concept and a concept of 
ideal self, in addition to the test results. 

The test results provide a fairly accurate 
measure of what the individual members are 
like in relationship to people in general, he con- 
tinued. It is followed by individual discussions 
to interpret the results. Personal problems can 
be discussed and counseling or referral for treat- 
ment given. 

Conant stressed this is not a technique-ori- 
ented or “how to” type of training. Rather 
it aims at greater insight into behavior and al- 
lows for individualization of approach. As 
supervisors and managers understand human 
needs better, especially the impact of their own 
psychological makeup, they are better able to 
establish a work climate conducive to more ef- 
fective adjustment. From management’s view- 
point, increased productivity and creativity are 
significant by-products. 

The second course, “Interviewing Tech- 
niques,” is designed to improve skill in handling 
people, Conant continued. He said much of 
the work of supervisors and managers requires 
the ability to “bridge the perceptual chasms of 
our experience and their experience.” The train- 
ing given is designed to help people learn to 
listen, to help them realize when they are not 


listening 


g, and, if possible, to understand why 


they have not listened. Interviews are role 
played, tape recorded, and then analyzed by the 
group. Recorded examples are also played to 
demonstrate how someone else handled the 
situation. 

As a result, the group becomes extremely sen- 
sitive to the importance of interpersonal dy- 
namics, not only to the words spoken but to the 


facial expression, gestures, and mannerisms 
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which indicate whether or not the other person 
is listening, Conant said. The course is very 
popular with management, he added, mainly 
because they feel they learn techniques in two- 
way communication and in giving emotional 
first aid. He said guidelines are given for not 
“vetting in too deep,” and emphasized that the 
medical department is always available for con- 
sultation and referral. 

The third course, still in the trial stage with 
a volunteer group of 10 persons, Conant de- 
scribed as a workshop in self-understanding. 
It attempts to get even farther away from the 
“how to” type of presentation and more into 
the “why” of behavior. The course provides 
“situations” and then assesses reactions to each 
of them. Discussion is devoted to comparison 
of the different reactions among the group mem- 
bers. The purpose is to show the importance of 
a person’s attitudes on his interpersonal rela- 
tionships—his impact on others, and the impact 
of others on him; the role of unconscious moti- 
vations in behavior; and the effect of childhood 
experiences on the development of personality. 
Preliminary results are encouraging. 

Conant said 60 percent of his time is spent in 
training, and he reviewed the various ways 
training leads him into consultation with man- 
agement; assessment of employee morale, con- 
sultations about individuals, personal counsel- 
ing, employee relations problems, and the like. 

In summary, Conant said he feels psycholo- 
gists within the industrial medical department 
are making pioneer strides in preventive mental 
health which in 10 years will bring advance- 
ment in this field throughout large industrial 


concerns. 


The Management Viewpoint 


I think every management development pro- 
gram is directed toward a climate conducive 
to minimum frustrations and maximum effec- 
tiveness on the job, Warren said. Certainly, 
efforts to define jobs, to determine areas of au- 
thority, to establish performance criteria, and 
to improve man-manager relationships are at- 
tempts to let the worker know where he stands 
and feel more secure in his position and in his 
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relationship with his co-workers in the plant 
and in the management hierarchy. 

One of the questions plaguing management in 
its efforts to run a business with healthy people 
is, “How sick is sick?” he said. No one is com- 
pletely healthy mentally: it is a matter of deter- 
mining the optimal degree of mental health 
within any organization. 

Warren challenged the assumption that 1 of 
10 persons need treatment. Use of these figures 
is equivalent to lumping the common cold with 
tuberculosis, he said. In a preventive mental 
health program, we should address ourselves to 
cases that give evidence of being acute, rather 
than trying to be all things to all people. 

He admitted the difficulty of providing guides 
toa manager in the early detection and referral 
of incipient mental illness. In so doing, he said, 
we must preserve the primary function of busi- 
ness, avoiding a climate of “mental hypo- 
chondria.” We must not permit overtones of 
mental illness to so becloud personnel actions 
as to make administration all but impossible. 

An educational program in the prevention of 
mental illness within his company was described 
by Warren, who credited McLean as its creator. 
Endorsement of the program by division gen- 
eral managers was obtained before it was in- 
augurated in plant areas, he said. 

Essentially, the program seeks to alert man- 
agement at all levels to the facilities which can 
be brought to bear in dealing with a disturbed 
worker and to provide guideposts for managers 
in referrals. Managers attended a series of 
conferences on mental health which included 
on the program the professional psychiatrist, 
the plant physician, the plant personnel man- 
ager, the psychologist, and the plant general 
manager. The desired result was obtained, he 
said, since they presented a concerted story on 
mental health with the backing of the profes- 
sional staff and management. 

Management can do much, he added, to im- 
prove mental health through internal research 
within the company and widespread dissemina- 
tion and use of the results of research being con- 
ducted outside the company. By making full 
use of these experiences in decisions and estab- 
lishment of policy, Warren said, management 
is leading from as much strength as it can. 
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Psychiatry’s Role 


Some mental health problems at work are 
obvious and easily recognized, McLean stated. 
Incidence of mental illness, environmental in- 
fluence on the emotionally disturbed employee, 
and loss of productivity, income, and man- 
power are in this category, he said. 

But there are other less clearly recognized 
factors, he added. They range from the mean- 
ing of work to the individual to the more subtle 
factors in a work situation which may trigger, 
not cause, symptoms of mental illness. They 
encompass the mental health of individuals at 
work but are not regarded ordinarily as doing so. 

McLean referred to Conant’s discussion of the 
anxiety aroused in employees through policies, 
procedures, situations, and even personalities 
within acompany. He said promotions, demo- 
tions, job transfers, and assignments with a dif- 
ferent supervisor can be contributory factors in 
mental illness. 

As an example, McLean cited the case of an 
executive who, on returning to work after a 
physical illness, was promoted to a position of 
greater responsibility. He reacted with a major 
depression requiring months of hospitalization 
and care. The executive, insecure as a result of 
his physical illness, was given no alternative but 
to accept the promotion, which obviously con- 
tributed to his breakdown. 

Learning a great deal more about why and 
how changes on the job influence mental health 
becomes one of the major problems in industry 
today, he said. 

No psychiatrist in industry can function suc- 
cessfully without management’s support. 
Neither can he function optimally without 
skilled and perceptive physicians in the medical 
department or medical consultants fulfilling this 
role in the community. And no mental health 
program can succeed without emphasis on both 
education and research, McLean concluded. 

Psychiatry’s role in industrial mental health 
is relatively new, Collins said. 

Tracing the work of pioneers in the field, he 
said the first psychiatrist in industry, Dr. C. 
Charles Burlingame, started with the Cheney 
Silk Mills in Manchester, Conn., in 1914. Dr. E. 
KE. Southard, professor of psychiatry at Har- 
vard, worked with the Engineering Foundation 
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in 1920 on a number of surveys. And from 1925 
to 1929, Dr. V. V. Anderson, as a consulting 
psychiatrist with Macy’s Department Store, de- 
tined job qualifications and job placement, 
matching these factors to personality, job, and 
dexterity capabilities. He also did consider- 
able work in emotional and followup therapy, 
with the assistance of visiting and public health 
nurses, and, at the same time, wrote “Industrial 
Psychiatry,” the only textbook ever published 
on the subject. 

During World War II, industry called on 
psychiatrists to assist in getting out the product 
and bolstering morale, Collins recalled. But 
this was a temporary expedient resulting in dis- 
missals at war’s end. 

Later came the new era in mental health pro- 
grams in industry, when psychiatrists were 
hired on a sound medical basis, he said. 

Today the psychiatrist plays many roles in 
industry, with his own and other companies, 
with local and national mental health societies, 
with personnel and supervisors, Collins stated. 

He emphasized the role of the psychiatrist 
as a teacher. Nurses, physicians, and super- 
visors learn to interpret employee behavior 
from the psychiatrist. They learn that it is not 
a personal attack when a patient glowers, is 
sarcastic, and shows hostility. They are taught 
they stand for something in the patient’s life 
and experience which has brought on revolt. 
And they are taught to listen. Collins said pro- 
fessional medical personnel are trained to be 
active, to do things, and to order patients to do 
things, and they question the value of just 
listening. The psychiatrist teaches them to 
listen without prejudice or bias. 

Counselors working in an ancillary capacity 
to supervisors urge troubled employees to seek 
the advice of the supervisor and the medical 
department. The psychiatrist does not see any- 
one unless referred by the medical department, 
he added. This avoids putting diagnostic re- 
sponsibility on the shoulders of the supervisor. 
Otherwise word is likely to get around the de- 
partment that “you'd better go easy, or Joe will 
send you to Collins and he'll pick your brains.” 
This is not good mental health or education. 

Collins said psychiatrists have a responsi- 
bility to further education in industrial 
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psychology outside the company area. A ques- 
tionnaire sent out in a magazine asking for 
information from those interested in the sub- 
ject brought more than 180 replies from psy- 
chiatrists working about 2 hours a week as 
consultants in industry. 

The psychiatrist in a community is also a 
citizen, Collins stated. He illustrated the value 
of the assistance given local mental health so- 
cieties by referring to the Camden Mental 
Health Association which invites supervisors 
to attend monthly meetings on such subjects as 


“Understanding Your Emotions.” By meth- 
ods such as this, psychiatrists help management 
to understand behavior. 

Most psychiatrists agree there is need for 
greater awareness of individual needs by man- 
agement and medical personnel in industry, 
McLean said. Understanding the fundamen- 
tals of normal personality functions can bring 
greater understanding of much unexplained be- 
havior. And if applied, it can lead to a health- 
ier company and a healthier individual within 
its organization. 
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Clostridium perfringens 


A food poisoning episode occurring under nearly 
ideal conditions for expert investigation has yielded 
a clue which may enable health officials to deter- 
mine the cause of similar outbreaks in the future. 
At present, the causes of about 100 of the more than 
200 food poisoning episodes reported annually in 
this country are unknown. 

A species of bacteria known as Clostridium per- 
fringens was identified by the Public Health Service 
in both food and human specimens collected during 
the investigation of the episode. These bacteria are 
reported to account for about 25 percent of food 
poisoning cases in England but have not been con- 
sidered a hazard here and consequently are not in- 
cluded among the bacteria most laboratories are 
equipped to identify. 

The episode which yielded the new clue occurred 
on April 8, 1959, aboard a Washington-bound train 
from Toledo, when more than 100 delegates to an 
AFL-CIO conference on unemployment complained 
of stomach cramps and diarrhea several hours after 
eating a turkey dinner. 

Because the outbreak occurred on an interstate 
carrier and thus came under Federal jurisdiction, 
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the Public Health Service as well as the District of 
Columbia Health Department sent specialists to the 
scene shortly after the first symptoms were reported. 

Samples of food were sent to the milk and food 
research laboratories in the Robert A. Taft Sanitary 
Engineering Center in Cincinnati. Subsequently, 
specimens collected from crew members and several 
passengers were also tested in these laboratories. 

At the same time, an epidemiological investigation 
was conducted by epidemic intelligence officers 
from the Communicable Disease Center in Atlanta. 
This investigation included a questionnaire which 
was sent to 450 passengers to obtain more details 
about the episode. Of the 300 who replied, 160 
listed symptoms indicative of C. perfringens food 
poisoning. 

Laboratory findings correlated almost exactly 
with the clinical findings. C. perfringens organ- 
isms, as well as large numbers of enterococci bac- 
teria, were found in samples of the turkey dressing. 

Since some authorities believe that large numbers 
of either of these organisms may cause the same type 
of food poisoning, the Service has arranged for ad- 
ditional tests by the Walter Reed Army Medical Cen- 
ter in Washington and by Dr. Barbara Hobbs, an 
expert on C. perfringens, in London, England. 

It will be several months before these additional 
tests are completed. However, the findings of C. 
perfringens in this outbreak has led to speculation as 
to whether it may be a frequent cause of food poison- 
ing in the United States. The Public Health Service 
has alerted health officials to use Service facilities to 
check suspect outbreaks. It is also developing in- 
formation materials, since there is little on this 
subject in American medical and public health 


literature. 
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Florida’s Citizens Medical Committee on Health 


RECOMMENDATIONS 


WILSON T. SOWDER, M.D. 


ECOMMENDATIONS for strengthening 


health programs and services in the State 
of Florida were submitted to the Governor by 
a Citizens Medical Committee on Health in 
January 1959. The committee was appointed 
by the Governor in April 1958 at the sugges- 
tion of the State medical association. It had 
22 members, 18 of whom were physicians, all 
but 3 in private practice. There were two legis- 
lators, a hospital administrator, and the ex- 
ecutive secretary of the State medical society. 

Including meetings of the four subcommit- 
tees, there were seven sessions, all with virtu- 
ally a 100 percent attendance. A variety of de- 
tailed studies were outlined by the committee 
and conducted with the aid of a designated 
staff. The recommendations were evolved by 
subcommittees and as revised had the unani- 
mous approval of the committee as a whole. 

It is practicable here only to outline the 
nature of the studies and of the recommenda- 
tions. For those with particular interest, a 
limited supply of the published report is avail- 
able from the State health officer, Jacksonville, 
Fla. 


Chronically Ill and Aged 


One subcommittee directed its attention to 
the medical care of indigents with chronic 
diseases and to the health and care of the aging. 
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As an example of studies conducted, there was 
a complete survey of all inmates of nursing 
homes and of the nature of the care available 
in these homes. There was a study of 8,474 
representative hospital admissions and of 
1,590 patients who remained in general hospi- 
tals for 15 days or more. Outpatient services 
currently available in the State and the nature 
and distribution of available ancillary home 
care services were examined. ‘These studies re- 
sulted in nine recommendations which began 
as follows: 

“Though this committee has directed its at* 
tention predominantly to provision of medical 
‘are to the chronically ill and aged, it recog- 
nizes and emphasizes the importance of health 
promotion .... [It encourages] a wider and 
specialized interest by medical practitioners 
and health officers in the health needs of the 
aged.” The recommendations continue: 

“In this country it is accepted that the re- 
sponsibility for medical care rests properly 
with the individual and family, with services 
provided by freely selected physicians. An es- 
sential element of this plan is prepayment and 
distribution of costs through voluntary insur- 
ance... . It is, therefore, recommended that 
through every practicable channel the medical 





Dr. Sowder, a member of the Citizens Medical Com- 
mittee on Health, is the health officer of Florida. 
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societies and official agencies encourage the de- 
velopment and promote the use of voluntary 
medical and hospital insurance which will ex- 
tend benefits to the aged and cover other than 
short-term illnesses. . . .” 

There was a long and detailed recommenda- 
tion pertaining to the development of ancillary 
home care service. It was recognized that in- 
sofar as practicable the aged and those with 
chronic diseases should be cared for in the fa- 
miliar environment of the home. The recom- 
mendation emphasized the responsibility of 
both the official and voluntary health agencies 
in developing and providing home nursing and 
rehabilitative services. 

Individual recommendations pertained to the 
provision of outpatient care of chronic diseases, 
to the improvement of nursing home care, and 
to the provision of hospitalization for the indi- 
gent. These recommendations were designed 
to meet specific needs revealed through the 
studies of the committee, and the methods rec- 
ommended involved extensions or modifications 
of programs now in effect in the State. There 
were some original approaches; for example, 
the recommendation “that a conference of 
church leaders be convened by the Governor to 
explore and define the responsibility of Flor- 
ida’s churches in providing services to the 
aged.” Specific recommendations as to the re- 
spective roles of the State board of health and 
the State department of public welfare in the 
provision of medical care were offered. The 
committee held the opinion that the responsi- 
bility for the administration of programs of 
medical care should be in the hands of the med- 
ically directed department. Cooperative plan- 
ning to this end was urged. 

One recommendation clearly revealed the 
broad outlook of this committee: “It is the 
guiding conviction of this committee that re- 
sponsibility for the health and medical care of 
the indigent should be centered as close as prac- 
ticable to those to be served.” The committee 
discussed tax sources which would permit the 
State and the local community “to plan and 
support medical and health services in accord- 
ance with programs evolved by the State to best 
meet its needs.” It mentioned the possibility 
that the social security program might permit 
States to combine the present programs for 
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medical care to the categorically indigent into 
a single medical program administered by a 
single health agency. 


State Agencies 


A second subcommittee gave detailed atten- 
tion to the medical and health services provided 
by the various State agencies. ‘The purpose 
was to reveal any unnecessary overlapping of 
activities or any deficiencies and to consider 
possible improvements in plans for the admin- 
istration of all State medical and health pro- 
grams. In the main this subcommittee offered 
a commendatory report with helpful sugges- 
tions. It stated: 

“The committee is favorably impressed with 
the variety and amount of needed medical and 
health services provided through official agen- 
cies to the people of Florida. They commended 
the agencies for the generally smooth and ef- 
fective cooperative relationships. There is no 
significant amount of overlapping or duplica- 
tion of services at State level. With a program 
distributed through 13 agencies there could be 
obvious imbalance but this was not evident. 
Despite these generally favorable observations, 
it also is clear that there are possibilities 
for improvement in organization and in 
operations.” 

A general recommendation of the committee 
was that in future planning any wider disper- 
sion of medical and health responsibilities 
should be avoided. Future development should 
be in the direction of consolidation. Two spe- 
cific recommendations dealt with tuberculosis ; 
one pertained to medical care in the State 
prison system, and another emphasized the ur- 
gent need for improved facilities for the insti- 
tutional care of the mentally ill, particularly 
for the care of psychotic children. 

The committee expressed dissatisfaction with 
the diverse nature of plans for the provision of 
hospital and medical care to eligible individuals 
at State expense. It was their hope that sim- 
ilar procedures could be evolved in programs 
for the provision of medical care to the cate- 
gorically indigent, the medically indigent, crip- 
pled children, those being assisted through 
vocational rehabilitation, and others provided 
care at the taxpayers’ expense. Attention was 
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given to the school health program, which they 
considered appropriate and satisfactory, and to 
the urgent need of increasing activity in acci- 
dent prevention. Three recommendations are 
of such interest to public health that they are 
reported in the words of the committee: 

“While fully acknowledging the necessity 
and importance of public welfare the com- 
mittee is gravely concerned with the seeming 
lack of any defined limits to the activities of 
welfare agencies. Any worthy project can be 
conducted in the interest of public welfare. 
This committee is convinced that health and 
welfare agencies have different and distinctive 
missions and that there must be a proper assign- 
ment of responsibility and authority, particu- 
larly for medical and health services. The 
committee holds that services provided by 
the medical professions and _ particularly 
for medical care in or out of the hospitals 
should be the responsibility of medically di- 
rected organizations. It is to be emphasized 
that in these activities a close working associ- 
ation with the medical professions must be es- 
tablished and maintained, and that medical 
judgments are essential for sound administra- 
tion. While the detailed planning of inter- 
agency relationships is beyond the scope of this 
committee’s activities, it does recommend fur- 
ther study and consultation by the agencies 
involved to define areas of responsibility for 
medical and health problems in the public wel- 
fare, public health, and in other State agencies. 
This is considered essential as a basis for 
sound and productive cooperative working 
relationships. 

“While there is at State level a dispersion of 
responsibility for broad medical and health 
problems, this committee holds strongly that 
at the local level there should be a consolida- 
tion of all community health programs for the 
protection and promotion of health, physical 
and mental. It is noted with satisfaction that 
the department of education and the board of 
health through joint planning have evolved 
commendable plans whereby the county health 
departments give the health services needed in 
the school health program. It is recommended 
that other agencies, particularly the Crippled 
Children’s Commission, the Council for the 
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Blind, the Industrial Commission, and the alco- 
holic rehabilitation program, consider compa- 
rable programs. In the opinion of this com- 
mittee, the county health departments should 
be so strengthened that local health services 
needed by various State agencies could be pro- 
vided through sound cooperative planning and 
action. In view of the costs of travel and the 
maintaining of multiple regional offices, the 
committee is satisfied that the recommended 
consolidated activity at the local level will re- 
sult in savings and in increased efficiency. 

“Tt is recognized that the present sound pilot 
programs for the treatment and prevention of 
alcoholic addiction are designed to evolve ef- 
fective measures which eventually may be ap- 
plied on a county or community basis. Since 
the future hope is for effective prevention it is 
recommended to this end that consideration be 
given to developing at an early date a local 
pilot preventive program incorporated as a part 
of the activities of some selected county health 
department.” 


Other Recommendations 


The study of the voluntary health agencies 
was revealing. It had not been appreciated 
that the income provided voluntarily by the 
citizens of the State for health programs ma- 
terially exceeded the total appropriations from 
all counties for public health work. While the 
committee recognized the importance of the 
work of voluntary health agencies, it appeared 
to them that activities would be more produc- 
tive with effective coordination among the vol- 
untary health agencies themselves and with 
closer cooperation with the professional soci- 
eties and public health bodies. There was con- 
cern with the multiplication of voluntary 
health agencies, and it was recommended that 
for the protection of the public’s investment 
and the favorable reputation of the agencies 
some appropriate registration and some public 
accounting and reporting be required. 

Attention was given also to possible means 
for attaining a more effective distribution of 
medically trained and ancillary personnel. 

Concerning one of the newest health prob- 
lems, it was recommended that a medical com- 
mittee on radiological safety, a majority of 
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whose members would be qualified radiologists, 


be designated to serve in an advisory capacity. 


Conclusion 


These broad and comprehensive recommen- 
dations are of particular significance since they 
come from what is usually considered to be « 


rather conservative professional group. It is 
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The Migrant Worker 


Information supplied through this 
new Public Health Service exhibit 
on migrant workers is designed to 
encourage organized community ef- 
fort in meeting the health problems 
of domestic agricultural migrants on 
a continuing basis. 

The exhibit emphasizes the chal- 
lenge to communities of providing 
adequate housing and health care 
as well as the challenge to health 
workers in overcoming language and 








a source of gratification that a representative 
group of practicing physicians in Florida who 
were appointed by the Governor in response 
to a suggestion of our State medical associ- 
ation committed themselves to such a liberal 
and progressive public health program. It is 
expected and believed that their recommen- 
dations will be given serious consideration in 


the months and years ahead. 


other cultural barriers to communi- 
cation with migrants, and in develop- 
ing methods of providing continuity 
of services as they move. 

Designed for display at national, 
regional, and State conferences, and 
other places where interested people 
gather, the exhibit is available for 
loan without 
shipping charges. 

Further information, including ar- 
rangements for borrowing, can be 
obtained from the Program Develop- 
ment Branch, Division of General 


charge, exclusive of 


Health Services, Public Health Serv- 
ice, U.S. Department of Health, Edu- 
eation, and Welfare, Washington 25, 
D.C. 
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Specifications: A 3-panel exhibit on legs, 7 feet high, total weight 375 Ibs., 
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including the packing crate; center panel 4 by 6 feet; each of the side panels, 4 by 3 


feet, attached to the center by hinges. 


Lighting fixtures are attached to the panels 


at the top, and the three 300-watt reflector floodlights can be connected with a 


single outlet. 
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1958 Summary of Disease Outbreaks 


CARL C. DAUER, M.D., and DONALD J. DAVIDS 


HE PATTERN of foodborne and water- 

borne disease outbreaks in 1958 did not 
differ greatly from that of the previous years 
(table 1). However, a closer inspection should 
be made of some aspects of the pattern. For 
instance, there is no convincing evidence that 
staphylococcal food poisoning and foodborne 
Salmonella infections are becoming less fre- 
quent. 

The decline in number of outbreaks and cases 
of staphylococcal food poisoning reported in 
1958 and in 1957 compared with previous years 
is more likely to be due to failure in reporting 
than to a reduction in this type of illness (table 
2). Two outbreaks involving cheese were 
among the reports received in 1958. In one 
outbreak cases occurred in two adjoining States 
receiving shipments of cheese processed in 
another State. Staphylococci were isolated 
from samples of the cheese obtained from the 
distributor and the factory. Furthermore, the 
organism was found in milk from dairy herds 
supplying milk to the cheese factory. .Some 
strains of staphylococci isolated from samples 
of milk were resistant to certain antibiotics. 
The second outbreak occurred in an institutional 
population that had been supplied with cheese 
manufactured in the same State. 

A review of reports received in past years 
shows that staphylococcal food poisoning as- 
sociated with fluid milk, dried milk, and cheese 
isnot uncommon. It is also known that bovine 
mastitis caused by staphylococci is common. 
Furthermore, the indiscriminate use of some 





Both authors are with the National Office of Vital 
Statistics. Dr. Dauer is medical adviser to the 
chief, and Mr. Davids is health program repre- 


sentative. 
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antibiotics in the treatment of mastitis has 
favored the development of strains of staphylo- 
cocci that are resistant to the antibiotics. 
Therefore, there is need to investigate more 
thoroughly many aspects of the whole problem 
of staphylococci in milk and milk products and 
to study the relationship between staphylococcal 
infections in man and animals. More intensive 
studies of outbreaks should also be made when 
milk or milk products appear to be vehicles of 
infection. 

Fewer cases as well as fewer outbreaks of 
foodborne Salmonella infection were reported 
in 1958 than in 1957. The numerous sources of 
infection reported emphasize the wide distribu- 
tion of these organisms, particularly in animals 
and animal products, such as meat and eggs 
(table 3). In one outbreak caused by Salmon- 
ella dublin, infection was traced to a certified 
raw milk dairy. Laboratory examination re- 
vealed the presence of this organism in speci- 
mens of feces of a dairy farm employee, but 
Salmonella organisms were also isolated from 
three cows in the dairy herd. In another State, 
employees on a dairy farm presumably were 
infected by contact with cows that had diarrhea. 
Salmonella typhimurium was isolated from 
both cattle and men that were ill. 

Salmonellae were isolated from shell eggs and 
frozen egg whites in several epidemics and from 
packages of a powdered scrambled egg product. 
Numerous outbreaks were reported following 
the eating of chicken and turkey meat, espe- 
cially the latter. In others, food handlers were 
the probable source of infection. A number of 
vases of salmonellosis were traced to contami- 
nated well water, seldom reported as a source. 
The wide distribution of Salmonella and the 
possibilities for spread in a community are indi- 
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cated by a summary prepared by the health de- 
partment laboratory service of a large western 
city. Twenty-seven different subtypes of the 
organism were isolated from 209 persons in 
1958. These subgroups included 10 in group 
B, 11 in group C, 3 in group D, 2 in group FE, 
and 1 in group G. Seventy-two strains of 
S. typhimurium were isolated, 23 of Salmonella 
saint-paul, 16 of Salmonella oranienburg, 14 
of Salmonella newport, 13 of Salmonella mon- 
tevideo, 11 of Salmonella infantis, and 10 of 
Salmonella give. The same variety of types has 
been reported where laboratory diagnostic serv- 
ices are extensively utilized. 

Since only a fraction of the outbreaks caused 
by staphylococci and salmonellae and by other 
organisms appear to be reported, the real extent 
of the foodborne diseases is unknown. Year 
after year the same few States report the 
majority of the outbreaks summarized in these 
annual reports. Other States report a mod- 
erate number, and some report none. ‘The re- 
ports from certain large cities are conspicuous 
by their absence. More complete reporting is 
needed not only for measuring the magnitude of 
the problem but also to show what is needed for 
improvement in food handling facilities and 
practices and for planning more effective con- 
trol programs. Furthermore, the food indus- 
try is fourth largest of all industries in the 
United States, and the quality of its products 
is the direct concern of all persons. 

The various categories of foodborne and 
waterborne disease outbreaks reported in 1958 
are discussed and tabulated in the same manner 
as in the report for 1957. 


Waterborne Outbreaks 


Only four outbreaks were demonstrated to be 
due to contaminated water. An outbreak of 
shigellosis followed failure to chlorinate the 
public water supply of a small city for several 
days while the water inspector was out of town 
because of illness in his family. Another 
outbreak of shigellosis occurred in a group of 
campers who drank inadequately treated water 
from a livestock watering tank. The other two 
outbreaks included salmonellosis resulting from 
the use of a polluted well and gastroenteritis 
due to contamination of a public water supply, 
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Table 1. Foodborne and waterborne disease 
outbreaks reported in 1958, by vehicle of 


infection 
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43 
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1 States not listed submitted no reports. 
? Includes outbreaks among military personnel. 
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Table 2. Foodborne, waterborne, and other disease outbreaks reported in 1958, by type of infection 
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1 States not listed submitted no reports. 2 Includes outbreaks among military personnel. 
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Salmonellosis Shigellosis 
Source Num- Num- Num- Num- 
ber of ber of ber of ber of 
out- persons out- persons | 
breaks | affected | breaks affected 
Poultry : 8 162 (eager 
Other meat | 58 1 ae ree 
Custard-filled 
dessert........ | 23 en ee aie 
Salad ___ : 0 eS l 19 | 
Other ___. : 6 442 0 
Not determined 10 | 347 0 m 
Total 26 1, 032 l 19 
Publie eating 
establishments 10 117 Q |- a 
Private clubs a 40 | 0 Byer 
Schools___- 1 | 140 Oi. . 
Colleges _ - ; 0 : “ 0 _ 3 
Hospitals and 
institutions 4 19] 0) 
Recreation camps 0 | a 0 
Labor camps 0 | 0 
Social gatherings 4 | 185 0 ae 
Bakery caterers 1 | 24 0 a 
Private homes 2 28 0 |. > 
Transportation 0 2 ae 0 chee 
Other z 39 l 19 
Not stated | 268 0 
Total : 26 1, 032 | 19 


although the manner in which the supply was 
contaminated was not determined. 


Milkborne Outbreaks 


Milk and milk products were considered the 
Cheese 
and cheese spreads were implicated in five out- 


source of infection for 13 outbreaks. 


breaks, several of which occurred only among 
The outbreaks 
involving Cheddar cheese have been described. 


members of individual families. 


Thirty cases of salmonellosis were traced to 
raw milk from a certified dairy. In this epi- 
sode a bottle washer continued to work at his 
job while he was ill. About a week after the 
onset of his illness, a stool specimen was found 
to be positive for S. dublin. In another State, 
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3. Outbreaks of certain foodborne diseases reported in 1958, by type and source of food 














Gastroenteritis, 


Streptococcal 
etiology unknown 


infections 


Staphylococcal 
food poisoning 


| 
| 





Se Saas 


Num- Num- Num- | Num- Num- Num- 
ber of ber of ber of | ber of ber of ber of 
out- persons out- persons | out- persons 
breaks | affected | breaks | affected | breaks | affected 
Type of food 

Be Dares niin IIE : ceenenete 

6 | 214 0 : 28 | 1, 672 

31 | 651 1 586 44 975 

6 | 40 0 . 3 234 

8 | 825 0 6 204 

9 | 471 l 12 17 438 

ie 90 0 : 33 2, 632 

62 2, 291 2 598 | 133 6, 155 

Source of food 

17 214 ] 12 30 346 

I 141 0 4 68 

3 840 0 . : 8 516 

1 65 | 586 5 326 

4 321 0 . 8 2, 418 

s ¥ 0 ei 4 162 

0 es 0 a" 7 432 

( 285 0 _ g 213 

I 8 0 3 235 

16 215 0 - 34 234 

l 2 0 ] 10 

10 180 0 16 SSO 

] 20 0 4 25D 

62 2, 29) 2 598 133 6, 155 


five cases of salmonellosis were thought to be 
due to milk from a small uninspected dairy. 
An outbreak of salmonellosis in a hospital was 
traced to malted milk, but raw eggs used in the 
preparation of the milk drinks may have been 
the primary source of infection. Another out- 
break in a hospital, not included in the milk- 
borne category, was thought to be due to eggs 
used in making eggnog. Investigation revealed 
the flock which supplied the eggs was infected. 

Reconstituted dried, nonfat milk was the 
source of infection for 15 cases of gastroenter- 
itis ina labor camp. Not included in the milk- 
borne category was an outbreak of 75 to 80 cases 
of gastroenteritis, thought to be due to milk 
served from dispensers in a university dining 


room. But this could not be proved, and milk 
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obtained several days later from the dispensers 
did not show evidence of contamination. 


Typhoid Fever 


Only one outbreak of typhoid fever was re- 
ported during 1958 in which food or drinking 
water was incriminated. The organisms recov- 
ered from the ill persons were phage type FE. 
However, several other episodes of typhoid 
fever were reported. Three boys became ill 
with typhoid fever after swimming in a stream 
which carried untreated sewage. The organ- 
ism in this instance was also phage type KE. 
In another instance, six cases with one death 
occurred over several weeks in a slum com- 
munity which did not have public water and 
sewerage facilities. 


Salmonellosis 


Twenty-seven outbreaks of salmonellosis 
were reported in which laboratory confirmation 
was made either by isolation of organisms from 
the food, from the stools of the ill persons, or 
from food handlers. Four of the outbreaks 
were related to ingestion of chicken meat and 
four to turkey meat. The source of the food 
for 10 of the outbreaks was public eating estab- 
lishments. Eleven species of Salmonella or- 
ganisms were isolated. Among these were S. 
typhimurium in seven instances and S. dublin, 
Salmonella sandiego, and 8. saint-paul in two 
outbreaks each. 

Several other outbreaks were reported, but no 
foods were thought to be involved. Salmonella 
reading was isolated from a package of pow- 
dered egg product which was served at a Boy 
Scout ranch, but no cases resulted. 


Shigellosis 


Three outbreaks of shigellosis were reported. 
Two resulted from contaminated water sup- 
plies and the other from a tossed salad. The 
responsible organism in each instance was 
Shigella sonnet. 

Shigella fleenert 2a was found to be respon- 
sible for a number of cases of shigellosis which 
occurred over a 2-week period in an unsanitary 
labor camp. And S. fleeneri 4 was responsible 
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for an outbreak in a boarding home for chil- 
dren, but no common source of infection was 
found in either episode. 


Trichinosis 


In two of the seven outbreaks of trichinosis 
reported during 1958, the source of infection 
was homemade pork sausage. In another, it 
was pork sausage prepared by a local butcher. 
In a fourth outbreak, dietary histories in- 
dicated that ham had been eaten. Investigation 


‘ revealed that the ham itself probably was free 


of viable Zrichinella and that contamination 
could have taken place by the addition of raw 
pork. In this outbreak 78 persons developed 
symptoms of trichinosis, and about 45 of these 
gave definite laboratory evidence of recent 
infection. 


Botulism 


Four cases of botulism were reported. Two 
persons became ill after eating home-canned 
string beans which had been discarded by 
another family because they looked spoiled. 
The beans were heated in a skillet before serv- 
ing. Clostridium botulinum was identified 
morphologically and culturally from the origi- 
nal jar of beans. One other case resulted from 
eating home-canned mushrooms, and no par- 
ticular food was incriminated in the illness of 
the fourth person. 


Staphylococcal Food Poisoning 


Most of the 62 outbreaks of staphylococcal 
food poisoning occurred following meals in 
public eating establishments and private homes. 
The foods most often involved were meats other 
than poultry. Eclairs and custard-filled des- 
serts were proved by laboratory tests to be the 
vehicle of infection in only six outbreaks. 


Gastroenteritis, Etiology Unknown 


More than one-half of the total waterborne 
and foodborne outbreaks were of unknown 
etiology. Poultry and other meats were the 
suspected vehicles in 72 of them. The two most 
frequent sources of infected foods were public 
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eating establishments and private homes. 
Usually food samples were not available for 
laboratory examination, and, when specimens 
were obtained either from the food or from the 
ill persons, the results were negative or in- 
conclusive for food-poisoning organisms. 


Chemical Poisoning and Noxious Foods 


Five reports of chemical or noxious food 
poisoning, each affecting only a few persons, 
were related to the ingestion of wild mush- 
rooms. Another report stated that 20 children 
became ill when a dining room was sprayed 
with an insecticide while the group was eating. 
Several other outbreaks of chemical poisoning 


Drugs and 


Newborn mammals lack the ability to alter 
drugs into inactive products, investigations at 
the National Heart Institute, Public Health 
Service, indicate. 

Dr. Bernard B. Brodie, Dr. W. Robert Jon- 
dorf, and Dr. Roger P. Maickel of the Insti- 
tute’s Laboratory of Chemical Pharmacology 
found that the enzymes located in the liver 
microsomes which are required to inactivate 
drugs are absent in newborn mammals during 
the first week of life. They also found that 
the central nervous system of the newborn is 
extraordinarily sensitive to barbiturates. 

The researchers compared the ability of 
mice and guinea pigs of various ages to me- 
tabolize several commonly used drugs. Guinea 
pig livers were homogenized and incubated 
with various test drugs, including amino- 
pyrine, phenacetin, hexobarbital, phenolph- 
thalein, and monomethyl-4-aminoantipyrine. 
The experiments showed that the drug-destroy- 
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resulted from contamination of punch drinks 
with metals from the containers in which the 
drinks were stored. Zinc, antimony, and cop- 
per were the metals involved. 

In two instances beef and French doughnuts 
were found to be contaminated, and in another 
instance a number of persons became acutely 
ill while eating soup in a restaurant. Investi- 
gators thought the illness was due to chemical 
poisoning, although there was no definite evi- 
dence of such contamination. One case of lead 
poisoning resulted from ice used in alcoholic 
drinks. The ice was stored in a chest which 
had a lead slab lining the bottom, and chips of 
the lead were scooped up along with the ice. 


the Newborn 


ing enzyme systems are absent in fetal and 
newborn guinea pigs, but appear during the 
first week of life and require about 8 weeks 
to develop fully. The liver incubation studies 
were confirmed by demonstrations that live, 
newborn mice are unable to metabolize amino- 
pyrine, phenacetin, or hexobarbital. 

An additional potential danger of giving 
drugs to the newborn was observed in studies 
of hexobarbital action. Very small doses (10 
mg./kg.) put 1-day-old mice to sleep for 360 
minutes, and 7-day-old mice for 107 minutes. 
Adult mice napped for less than 5 minutes 
under the drug’s influence. 

“That newborn mammals are unable to 
metabolize these compounds is of obvious im- 
portance in considering the use of drugs in 
childbirth and for newborn infants,” the scien- 
tists said. They also stressed the importance 
of making detailed studies of drug action in 


newborn infants. 
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Health Insurance and Hospital Use 
Related to Marital Status 


AGNES W. BREWSTER and LUCY M. KRAMER 


HERE threads through the work of the So- 

cial Security Administration a concern 
with the family status of the persons whose 
lives its programs may affect. In that respect 
it is unlike many agencies of government whose 
relations to people are more remote and 
impersonal. 

Social security benefits are payable not only 
to insured retired workers but also to their 
wives and to widows and surviving children of 
insured persons as well. Old age assistance 
‘aseloads contain large numbers of widows and 
widowers. Aid to dependent children is fre- 
quently needed because the absence of a parent 
has disrupted the family. In its studies of vari- 
ous income maintenance programs for which it 
is responsible, the Social Security Administra- 
tion is constantly examining family status. 
Similarly, questions of levels of expenditures 
need to be related to family status since ex- 
penditures have significance according to the 
number of persons the family income must 
support. 

Expenditures for sickness and for the main- 
tenance of health, like other consumer expendi- 
tures such as food and clothing, are influenced 
by family size and family income. To some 
degree the medical expenditures may be gov- 





Mrs. Brewster is a medical economist with the Social 
Security Administration in the Office of the Com- 
missioner. Miss Kramer is a research analyst with 
the Division of Public Health Methods, Public Health 
Service. This article is based on five Research and 
Statistics Notes (Nos. 13, 14, 17, 19, and 25) by 
Mrs. Brewster, issued in 1958 by the Division of 
Program Research, Social Security Administration. 
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erned by selections the family can make, such 
as postponement of care, or care at home in lieu 
of hospitalization. However, other medical 
care expenditures, such as those for maternity, 
generally are consequent to the establishment 
of a family, and the choice as to avoidance or 
postponement is limited. 

British (7,2) and Canadian (3,4) studies 
have demonstrated differential use of hospitals 
as between single and married persons, with 
single persons making greater use of hospitals. 

According to the recent study of Britain’s 
National Health Service by Abel-Smith and 
Titmuss, “Compared with the demands made 
by single men and women (and, to a lesser ex- 
tent, the widowed) the proportion of married 
men and women in hospital even at age 65 and 
over is extremely small.... For all types 
of hospital and in relation to their numbers 
in the total adult population, the single, 
widowed, and divorced make about double the 
demand on hospital accommodation compared 
with married people. ... Marriage and its 
survival into old age appears to be a powerful 
safeguard against admission to hospitals in 
general and to mental and ‘chronic’ hospitals 
in particular” (Ja). 

Table 1 summarizes the result of a one-time 
hospital population count made in England 
and Wales as part of the regular British decen- 
nial census. Abel-Smith and Titmuss drew 
three major conclusions from this table: (a) 
among both sexes with advancing age the pro- 
portion in hospitals in England and Wales at 
the time of the census rose most sharply for 
the single, less so for the widowed and di- 
vorced, and least for the married; (0) among 
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Percentage of 1951 census popula- 
tion in all National Health Service hospitals 
in England and Wales by age, sex, and 
marital status 


Table 1. 





Marital status 


Widowed 


Sex and age group 


(years) 
Single | Married and 
(percent) |(percent)| divorced 
(percent) 
Male 
0-14_- — : af cece 
15-44_- neers ie 1.4 0.3 oa: 
45-64_....... — 5.9 6 3 
ge | re cece 6.6 i. 1.8 
75 and over__- ie 8.5 1.5 3.2 
Female 
0-14__- 5 neces = _— 
15-44_- : 1.4 .6 | 7 
45-64- aa 3.5 | 7 | 9 
65-74 3.8 | 1.2 | 1.4 
75 and over 5.9 2.4 | 2.9 
| 


Source: Reference 1b. 


the married, even at age 75 and over, the pro- 
portion in hospitals was 2 percent or less of 
the population; (c) at all ages the proportion 
of men, single, widowed, and divorced, in hos- 
pitals was higher and rose more sharply than 
the corresponding rates for women (/é). 
Table 2 shows the average days of stay in 
Saskatchewan, Canada, hospitals in 1957 by 
age, sex, and marital status. In every age and 
sex category but one, the average length of stay 
is less for married persons than for single, 
widowed, divorced, or separated persons. In 
the one excepted category, men 45 years and 
over, the length of stay is the same for married 
as for widowed, divorced, or separated men, 
but both are less than the stay for single males. 
These findings are of interest to those sec- 
tors of the Federal Government concerned with 
factors in the cost of sickness and the price of 
health. In the experience of Great Britain 
and Canada, two countries with a national 
health insurance program, the economic cost 
to an individual family is not a factor in hos- 
It is apparent, then, that 
factors other than income are in part respon- 
sible for differences in levels of hospital usage. 


pital utilization. 


For example, living arrangements, levels of 
health, ownership of health insurance, and 


similar conditions, some of which are related 








to income and to marital status, also affect the 
amount of hospital care used. 

The regular monthly Current Population 
Survey of the Bureau of the Census in Sep- 
tember 1956 had a supplement on insurance 
coverage and hospital utilization. This af- 
forded an opportunity to explore some facets 
of the use of hospitals in the United States by 
married and nonmarried (single, divorced, or 
widowed) persons. The household sample, on 
a national scale, was drawn from the civilian 
noninstitutional population living within the 
continental United States. About 27,000 house- 
holds comprising approximately 90,000 persons 
were included. Excluded were members of the 
armed services, inmates of mental or penal 
institutions, and residents of homes for the 
aged, infirm, and needy. The findings which 
resulted are the subject of this study. 

Before analyzing hospital utilization by the 
married and nonmarried in terms of various 
other factors, it is necessary to examine the ex- 
tent to which health insurance protection is 
available to the married and the nonmarried 
sectors of the population. Under our system of 
voluntary health insurance, availability of 
health insurance to many women may be de- 
pendent on their status as a spouse. 


HEALTH INSURANCE OWNERSHIP 


Differences in the number of noninstitutional- 
ized persons having health insurance in any 
given population group are to be expected, 
given the variety of conditions and techniques 
for enrollment of members and their depend- 
ents. Differences in the extent of group cov- 
erage relate to the degree of urbanization and 
industrialization of a community, and hence 
to the availability and cost of group policies. 
Age, income, and similar factors affect the pro- 
portions of the population insured under 
nongroup arrangements. 


Extent of Ownership 


Table 3 indicates that there is little difference 
based on sex in the extent of enrollment per 
1,000 in the group under age 65, and in the whole 
population group. The census findings for Sep- 
tember 1956 show improvement since the earlier 
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Table 2. Average days of stay per year in Sas- 
katchewan, Canada, hospitals by age, sex, 
and marital status, 1957 








Marital status 





Sex and age group 








(years) | | Widowed 
Single | Married | and 
| | divorced 

Male 
15-24. _......- ae ne: 6.5 | 11.3 
4 |: oe ee eee 11.4 8.1 12 
45 and Over_.........- 19.3 14.0 14 

Female 
(ho Se ae eee ee 7.4 6.3 10.2 
25-44______- Bee ers 10.9 | ta 9.0 
45 and over___------- 17.6 | 13.6] 18.3 





Source: Department of Health, Province of Sas- 
katchewan: Annual Report of the Saskatchewan Hos- 
pital Services Plan, 1957, p. 15. 


surveys of 1952 and 1953 in the relative position 
with respect to health insurance ownership of 
aged women compared with aged men. 
Surveys made in 1952 and 1953 of persons 
with insurance by various characteristics pro- 
vide comparative data for measuring the differ- 
ential rates of growth in coverage. The March 
1952 survey was made by the Bureau of the 


Census for the Division of Program Research, 
Social Security Administration, and en- 
compassed the population aged 65 and over 
(5). The July 1953 survey covered the popu- 
lation of all ages and was made for the Health 
Information Foundation by the National Opin- 
ion Research Center (6). 

Aged women, particularly those who are not 
married, are relatively poorly covered accord- 
ing to the September 1956 findings. Although 
in the corresponding group of aged unmarried 
men the rate per 1,000 is even lower, married 
men aged 14-64 achieved the largest degree of 
health insurance coverage of any of the seg- 
ments into which the September 1956 popula- 
tion has been divided. (The segments are age, 
sex, race, labor force status, marital status, and 
income levels.) The rate for this group, mar- 
ried men aged 14-64, was above the rate per 
1,000 for the white population per se and for 
the entire working force population. In the 
14-64 age group there were 25 more insured 
persons per 1,000 recorded among married men 
than among married women. The rate is par- 
ticularly noteworthy since the analysis of hos- 
pital utilization by different population groups, 


Table 3. Number of insured persons per 1,000 by race, labor force status, marital status, and age, 
September 1956 

















Race | Labor force status Marital status 
CA Oe ee ae Le ee iy 
Sex and age group (years) | Total aie, 7 a, | we 
| | | In the | Not in the | | Not mar- 
| White | Nonwhite labor | labor | Married ried ! 
| | | force | force | 
Both sexes_____- : eee ae | 636 | 670 | eR Soa ee | re ee enna A ha ee a ot 2 E 
Under 14__- RAD, 641 | 686 | 2 ee eee wine hice ies Fae sini 
NS oS kink cp ermcur ene 634 664 | 365 681 567 685 521 
14-64____- a oe 671 705 | 382 691 637 710 574 
Te ee ares, 365 | 379 | 173 | 502 320 430 296 
| | | 
Pesca oe coed ae soa acd ivan sieaeaee | 640 | 673 gd ESO eee Serre, eee ee ere ee 
Walle’ 00s. oes cnn ewe nnn | 640 | 684 | Los BeNOR Mee eetate Nommpnee es 
SE MN iain oc havinwiraadeees | 640 668 | 371 | 681 451 691 | 513 
Ee a ree eee oer F 674 706 | 389 | 691 543 723 ‘| 547 
65 and over___._..._-------- | 392] 408 | 181 | 508 | 311 442 | 277 
| | | 
Pie 8d 2 eae | 632 667 SS rer | SED alia tia ese wOak alte dete Sota aka alec 
EG Evga 2 ne ae | 642 688 ee Sree SEE ORE teens 2 eae are tart 
PE BE GUE isin ns ncennvnanes | 628 659 | 358 | 681 596 679 527 
oo ids cae omaaentaw ae | 669 | 704 | 376 689 654 698 597 
PIE iid ninrcetcinieie | 342 | 355 | 166 483 | 324 409 | 305 
1 Includes single persons, widowed persons, and persons who are divorced or separated from their spouses. 
Source: Bureau of the Census Current Population Survey, September 1956. 
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which will be discussed later, shows that this per 1,000 not in the labor force. Among 


high rate of insurance coverage applies to a women in the same age group, the numbers in- 
group whose need of hospitalization appears to sured were 689 per 1,000 in the labor force and 
be below average as indicated by the volume of — 654 per 1,000 not in the labor force. The close- 
hospital care used. ness of these two figures results from the fact 
Table 3 also shows marked differences in that many women not in the labor force are 
rates of health insurance ownership when the — covered through their husbands’ employment. 
white population is compared with the non- This is demonstrated by the fact that, of the 
white population, especially when persons women in the age bracket 14-64 who were 
over age 65 are compared. Thus, while 670 married, 698 per 1,000 were insured, compared 
white persons per 1,000 of all ages were insured, with 597 per 1,000 insured who were not 
only 353 nonwhite persons per 1,000 were in- — married. 
sured. And in contrast to 379 white insured In general then, of the total of 636 persons 
persons aged 65 and over, only 175 nonwhite — per 1,000 in the population of all ages who 
persons in this age bracket were insured per owned health insurance in September 1956 
1,000. (table 3), there were larger numbers among 
Participation in the labor force is also linked — the white race, among those in the labor force, 
to health insurance ownership, with more sig- and among the married than among the non- 
nificant differences among men than women. white, the nonworker, and the nonmarried. 
In the age group 14-64, 691 men per 1,000 in The group with the greatest health insurance 
the labor force were insured compared with 543 coverage, 723 per 1,000, were married men aged 


Table 4. Percentage distribution of sex and age groups in the population by health insurance 
coverage and scope of benefits, September 1956 





Percent insured, by scope of insurance 


SL s, |....:...............,.. ...............,_ ....... | Fervent 
Sex and age group (years) population | not in- 
(in thousands) Total Hospitali- Hospitaliza- sured 
| | with in- zation tion plus sur- | Other? | 
surance only gical expense ! | 
SCL oa ae ak a 165, 339 63. 6 8.3 49. 3 6. 0 | 36. 4 
ROR Me ee 47,915 64. 1 Ae 50. 3 O.% | 30. 9 
URE UT oe meee 117, 424 63. 4 8.9 48.8 5. 7 | 36. 6 
[ie eet eens 103, 017 67. 1 8.9 52. 1 | 6.1 | 32. 9 
oe ae 14, 407 36. 5 8.5 2p: i 2.9 | 63. 5 
LS ea eee 5, 440 47. 6 10. 5 | 33. 1 | 4.0 52. 4 
ji: Se See 4, 139 36. 3 : ie 25. 8 2.7 63. 7 
(OWNED. e ee 4, 828 23. 7 6. 8 15. 2 ile’ 76. 3 
} | 
a Oa ec aoa | 80, 598 64.0 as! 49. 7 | 6.0 | 36. 0 
SURE a es Pee ee 24, 437 64. 0 io 50. 2 6. 5 | 36. 0 
nee katenl 56, 161 64. 0 8.8 49. 5 5. 7 36. 0 
LE fC eae ces | 49, 511 67. 4 8.8 | 52. 5 6. 1 32. 6 
OU, ee a 6, 650 39. 2 8.8 | 27.1 3.3 60. 8 
2 eee 2, 612 49.8 10. 6 34. 7 4.5 50. 2 
‘Lieb See eee ee 1,916 39. 5 8. 6 | 27. 4 | 3. 5 60. 5 
yo end over.........-.... 2, 122 | 25. 3 | 6. 8 | 17.1 | Lt. yc es 
PR ee een eit oor 84, 741 63. 2 8.3 48.8 6. 1 36. 8 
OS oe | Sa eee 23, 478 64. 2 | 6.9 | 50. 4 | 6. 9 35. 8 
a 61, 263 62. 8 8.9 | 48.2 | ea 34.2 
[Ls | SA eRe ae 53, 506 66. 9 9.0 | Bl. 7 | 6.2 | 33. 1 
65 and over.__..........- 7, 757 | 34. 2 31 23. 4 | 2. 6 | 65. 8 
Soe eee ee 2, 828 | 45. 5 10. 3 | 31.6 | 3. 6 54. 5 
Le | 2, 223 | 33. 6 | 7.1 | 24. 5 | 2.0 | 66. 4 
2 5 | 6. 8 | 13. 7 | 2. 0 | 77.5 


75 and over._..........~ | 2, 706 | 22. 


1 May include persons who also have inhospital medical benefits. 
2 Hospitalization and surgical expense insurance plus other benefits. 





Source: Same as for table 3. 
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14-64; the group with the least protection, 166 
per 1,000, were aged nonwhite women. 

A summary of the proportion in each age- 
race group who had some form of health in- 
surance at the time of the summary shows that 
94 percent of the insured were white. Of the 
4.9 percent who were insured and over 65 years, 
only 0.2 percent were nonwhite. 

Percent distribution 


Age and race Insured Not insured 


UIE a pene a 100.0 100. 0 
WHOS ke oe 94. 0 80. 7 
ey 2 | 5 ee ee ne ape eeee 6.0 19.3 

Under 14 years....._......-.- 29. 7 29. 0 
Uy NR ot er en 2k 22. 2 
Po LL : Sa ee ee 2:0 6.8 

14 years and over___-_--_-- cape 70. ¢ 71.0 
fC) Pa a ee oo entices 66. ¢ 58. 5 
ey eae eee 4.0 12.5 

H4ie VeATS 55-2 oe cS 65. 4 56. 0 
WO ak te ee es 61.5 44.9 
OSPR COO. CLL | Cee eee ee ee ceo 3.9 pi Oe 

GS Years and over_......=.-=-~ 4.9 15. 0 
i eee ee a ee 4.7 13. 6 
PROMI NING oo Se 0.2 1.4 


Table 4 presents the proportions in each age- 
sex group who were insured in September 1956 
for hospitalization alone and for hospitaliza- 
tion and additional benefits. The group 
insured for hospitalization and additicnal 
benefits is subdivided into those reporting 
surgical expense insurance (possibly also with 
some protection against nonsurgical medical 
expenses in the hospital) and “other,” those 
whose insurance appeared to the interviewer to 
include more benefits than the local Blue Cross- 
Blue Shield plan or the typical insurance 
company policy. Persons whose protection 
was through accident-only policies, travel-acci- 
dent policies, or medical expense insurance 
under automobile liability policies were not 
counted as insured. Persons in the category 
labeled “other” in table 4 are all assumed to be 
insured against the costs of hospital care as 
well as against surgical and medical expenses. 
The table shows that 55 percent of the popula- 
‘ion had insurance covering other benefits as 
vell as hospitalization, 8 percent had insurance 
‘mited to hospitalization, and about 36 percent 
ad no insurance of any kind at the time of 
ie interview. 

As of the September 1956 survey, nearly two- 
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thirds of those in the age groups under 65 had 
insurance, but only 36 percent of the population 
aged 65 and over were insured. Of the insured 
aged, roughly one in four had only hospital- 
ization insurance, whereas among insured per- 
sons under 65 only one in eight had benefits 
limited to hospitalization. 

In the remainder of this study, persons are 
considered insured or not insured without fur- 
ther delineation of the scope of their benefits. 
The proportion of those insured in any age 
group who had only hospitalization insurance 
should be kept in mind. Those ratios by age 
groups are: 

Percent of insured with 


Age group (years) hospitalization only 


PE ye ase eS ee 13.1 
CUNO ae a ed ets eee 
Gi a Roa See ot OR te Sr Re ers eee Re 13.3 
OCT Es SRE ee ie ce ee snare oe SR oe a 12.6 
ry aR Ns 
8 Nhl a rl ae oo S| 
fe yes Le OE ee ee Be EO | 
(ESRC TIC Oxo 01 2 2 ae ee a a eS oe BB 28.6 


Insurance and Income Status of the Aged 
Data were analyzed according to family in- 
come for the aged persons interviewed in the 


Table 5. Number of insured per 1,000 persons 
aged 65 and over by sex and by family status 
according to annual income, September 1956 





— i 

Rate for! Rate for! Rate for 

Annual income both male female 
sexes 





Primary family 


All income groups- - _| 386 | 415 357 
Under $3,000__________. 312 | 318| 284 
Under $1,000______- 174 | 193 154 
$1,000-$1,999______ 323 | 345 297 
$2,000-$2,999______- 432 | 468 394 
$3,000 and over________- | 468 | 509 425 
$3,000—$3,999_______} 461 | 491 430 
$4,000-$4,999__ __ 462 | 478 | 450 
$5,000 and over__ | 477 | 534 426 
Primary individual | a 
All income groups. - a 307 | 309 | 306 
Under $1,000. _____- | 195] 171] 203 
$1,000-$1,999_......-.-.| 379] 337] 401 
$2,000-$2,999__________- 468 | 434 | 481 
$3,000 and over________- 548 | 557 | 543 





Source: Same as for table 3. 
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survey (table 5). In census terminology, per- 
sons living in a family headed by a person re- 
lated to them by blood, marriage, or adoption 
are members of “primary family units.” The 
income shown for the family unit in which the 
aged person lives is not necessarily that of the 
aged person but would include his income. In 
the household interviews information was also 
obtained on the annual income of individ- 
uals not living with any relatives, “primary 
individuals.” 

Comparatively few aged persons living in 
families with low incomes were found to be in- 
sured. Only 174 per 1,000 aged persons in fam- 
ilies whose incomes were under $1,000 reported 
having health insurance. When family income 
was $5,000 or more, 477 per 1,000 aged were 
insured. 

Although family income was not necessarily 


Table 6. 


Both sexes 


Age (vears) and other fi 
characteristics 


TInsvred 

1 (5,138) 

Teta: 6b an OVer..........-~ 5.2... <<<. 100. 0 
AE NE eS seal 49. 5 
Lin fee Saal See eee eee ee es oi AS eee 4 
oS EES ee a a ee ee | Biow 
White heen 5 oe eee ee | 06. 7 
LEELA ITER, 47.9 
70-74 Re eae ee ee eee --| 28. 2 
75 and over LER ae ET, 20. 6 
A SD RE ec eer eee 2 
65-69_______- BAe ees 6s a 1.6 
70-74__- een eee Prwanetecniee 1.0 
75 and over______-_---- Se a 
In the labor force ee en eee er 34. 2 
65-69_______- Be oo Pople 2 eer pa 21.9 
70-74_____- coe a ng ORD cara eres | 8.8 
WD MRIE MINN oa eee owonu gee so 
Not in the iabor force..................- 65. 8 
RD nie a eee kk Se a 27. 6 
a4i......-.. AE LIARS ERS, 20. 4 
[eee ce ere eee eee | 7.8 
Marries... ......- a nn 60. 4 
NO ee Se te og oe | 34. 2 
“(ey ( are ee ee ees aud 17. 9 
Dep IIE i oo ec ee tceweccuncl 8. 3 
| er rte — 39. 6 
ie ci cht bad ah es ketncto iene icin se nO 15. 3 
ES Ce ee ene ee ee ee 12 
PO Ui oct cack tees eecenccals 13. 0 





Notinsured| Irsvred 
1 (8,939) | 


the income of the aged person, the family in- 
come in many instances was that of an aged 
couple. However, the fact that the proportion 
of women insured was not highest in the $5,000 
and over class may reflect the relatively large 
number of aged women who live in the house- 
holds of relatives other than their spouse. 
Table 5 also shows the proportion insured 
when the income reported was that of aged per- 
sons classed as “primary individuals.” No one 
in these households was related to the head, so 
the income shown in all instances is that of the 
aged person. Among individuals with less than 
$1,000 in annual income, about one in five was 
insured. When their income exceeded $3,000 
annually, more than half of the aged individ- 
uals reported owning health insurance. 
Insured aged persons were fairly evenly dis- 
tributed at each level of family or individual in- 


Percentage distribution of the insured and the uninsured noninstitutional populations 65 
years and over by sex and other selected characteristics, September 1956 


Male | Female 








| 
Notinsured| Insvred |Notinsured 
1(3,956) 1 (2,590) | 1 (4,983) 


1 (2,548) 














100. 0 | 100. 0 100. 0 | 100. 0 100. 0 
31. 4 50. 1 | 32. 5 | 49.0 | 30. 5 
29, 4 | 29.7 | 29. 3 28. 6 | 29. 4 
39. 2 20. 1 | 38. 2 22. 4 | 40. 1 
91. 0 | 6. 7 | 90. 4 96. 8 91.5 
28. 3 48. 8 28. 9 17. 1 27.8 
26. 4 28. 6 26. 0 27.8 26. 7 
36. 3 19. 3 35. 5 21.9 37.0 
9.0 3.3 9. 6 22 8.5 
3.1 cs 3.6 1.9 eS 
3.0 1.1 ss .8 2.7 
2.9 9 $7 5 3.1 
19. 5 53. 0 33. 1 15.7 8.7 
9. 4 33. 2 15.3 10.8 4.8 
6. 0 14.1 10. 2 7 , ei 
4.1 5.7 7.6 1. 2 1.3 
80. 5 47.0 66. 9 84. 3 91. 2 
22.0 16. 8 | 7.2 38. 2 25. 7 
33 15. 7 19.0 25. 0 26. 7 
35. 2 14.5 30. 7 21.1 38. 8 
46. 0 78. 5 | 63. 7 42.7 32. 0 
17. 5 42.1 | 22. 7 26. 4 13. 4 
14. 6 24.3 19. 3 11.7 10. 8 
14.0 | 12.1 21,7 4.6 7.8 
54. 0 21. 5 | 36. 3 57.3 68. 0 
13. 9 72 9.9 22 7 17. 1 
14.8 5. 5 | 9.9 16. 9 18. 6 
25. 3 | all 16. 5 17.7 32. 2 





1 Number of persons, in thousands, 
Sourcs: Same as for table 3. 
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Table 7. 


Percentage distribution of the insured and the uninsured populations aged 14 and over 


by selected characteristics, September 1956 





Both sexes 








| 

| 

| 
Population group 
| Insured 


| 


Total, 14 years and over_-_._-_-_-------- 100. 0 
eo ee a ee ee ee eee ee 94, 2 
SCOTS C) EP ete ea eae Oe ea ee 5. 8 
In the labor force______ eee ree eee 63. 1 
Not in the labor force : Po | 36. 9 | 
Married___-_-_- ee ee Ay Pon 74. 4 
Not married___-_ a 7 25. 6 

NOS Aen IORI ets Se oe Eee 93. 0 
In the labor force. ..............- z 60. 7 
Not in the labor force_____- P x Pee 
WeATTOG wo 2 Benet Servo 70. 2 
NOt MATIEd. |... 22. 8 

65: years and-OVer-<....226.222s< Jel 420 
in the labor forces... 3. ee oes! 2.4 
Not im the labor force... 3.02 = ee see! 4. 6 
Married_-_-_-_-_--_.- 3S Ss Tne ae ee ena 1, 2 
oInared. |e A _ 2. 8 


Source: Same as for table 3. 


come but the uninsured were concentrated at 
the lower levels of income, whether measured 
as family income or as individual income. 


Percent distribution 
of aged 








~ Not 
Annual income Insured msured 
Family 
Under $1.060 —........_. Ga ys | 
21,000-$1-909 —.......-.. =... 16. 2 21.4 
S2.000-62;000 = .2.~ ==... - 18. 4 15. 2 
$3,000-$3,999 _.______ Be ee: 15.1 11.1 
$4,000-$4,999 _..___________ 11.9 8.7 
$5,000 and over ~_..____.__-_ 26.3 18. 1 
(Not available) —........- (5. 0) (4. 4) 
Ji i), hn ee aere ae 100. 0 100. 0 
Individual 
wader $2000. = 33. 4 61.3 
$1,000-$1,999 ____________- - 27.5 19. 9 
SA) Le: | 15.6 7.9 
$3,000 and over ____________ 18. 7 6.8 
(Not available)  ~......-_-_ (4. 8) (4.1) 
TUNE, thshok na labcncaihtnali 100. 0 100. 0 
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| Male | Female 
insite ese L pinkie 
Not | Insured Not | Insured Not 
insured | | insured | insured 
wn ee oe 
100. 0 | 100. 0 100. 0 100. 0 100. 0 
| | 
2.5 | 94.3 | 82. 8 | 94.1 | 82. 4 
17. 5 | 5. 7 | 17.2 5.9 | 17. 6 
51. 2 | 87. 7 | 73. 3 40.3 | 31.8 
48. 8 | 12.3 | 26. 7 59.7 68. 2 
59. 3 | 77.2 61. 5 | 71. 8 | 57. 4 
40. 7 | 22.8 38.5 28, 2 12. 6 
| 
79. 0 | 92.8 80. 1 93. 2 | 77.9 
| | 
47.1 | 83. 9 66. 7 9.2 29. 8 
31.9 8.9 3.4 54. 0 18. 1 
49. 6 | 71.6 48.8 | 68.9 50. 3 
29, 4 | 74 $1.3 24.3 27. 6 
21.0 | 7.2 19.9 6. 8 22.1 
4, ] ol 6. 6 Ea .0 
16. 9 | 3. 4 | 13.3 5. 7 | 0. 1 
9.6 | 5.7 | 12.7 2.9 7.1 
11. 4 | 1. 6 7.2 3.9 15. 0 


The size of the sample of aged persons pre- 
cluded further cross classification. It would 
have been informative, for example, to cross 
classify insurance and annual income level with 
labor force participation, with age, and with 
marital status. 

Table 6 enables one to see simultaneously sev- 
eral of the characteristics of insured and unin- 
sured persons in the population aged 65 and 
over. Half of the insured aged are in the age 
bracket 65-69. (Twenty-five percent of the 
aged are both 75 and over in age and have no in- 
surance. Twenty-four percent of the aged 
population consists of nonmarried uninsured 
women; nearly half of this group has passed 
the 75th birthday.) 

A third of the insured aged population was 
still in the labor force, although among aged 
persons as a group, only one in four was in the 
labor force. 

The population “14 and over” is usually se- 
lected by the Bureau of the Census for studies of 
labor force participation, marital status, and 
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the like, subdivisions of significance also in rela- 
tion to health insurance ownership. In the pop- 
ulation as a whole in the September 1956 survey, 


have occurred for several reasons. The sample 
households do not include the institutional pop- 
ulation, some of whom have health insurance. 


The person being interviewed may not be cog- 
nizant of the family protection available 
through the employment of the head of the 
household. However, in the September 1956 
survey the families being interviewed were 
asked in advance to check on their health in- 
surance so that they could be responsive to the 
interviewer's questions. Finally, persons pro- 
tected by more than one policy are of course 
counted only once as insured, regardless of the 
number of policies they may have covering the 
same type of medical expense. It is also pos- 
sible that some overstatement results from 
interviewing persons who are unfamiliar with 
the provisions of their policies and who may 
confuse accident-only policies, travel-accident 
policies, and automobile policies which include 
medical benefits with the kinds of health and 
medical care insurance the surveys attempt to 


about 30 percent were under age 14 and, like the 
adults or the population of all ages, two-thirds 
of the children were insured. Table 7 shows 
how the insured portion, two-thirds of the 
whole, differed from the uninsured portion of 
the population aged 14 and over. The relative 
numbers who were married, the degree of par- 
ticipation in the labor force, and the propor- 
tions who were aged 65 and over were quite dif- 
ferent in the insured and uninsured segments of 
the population. The group not reached to date 
by insurance presents special problems of 
enrollment. 


Recent Growth in Coverage 


Data collected in interviews in sample house- 
holds generally have yielded lower rates of in- 
surance protection for the public than those for 
recent years published by the Health Insurance 
Council, whose member companies account for 


measure. 

There is also some justification for the belief 
that national aggregates may contain some over- 
statement. National aggregates, obtained com- 
pany by company from health insurance under- 
correction for duplicate 


more than 90 percent of the health insurance 
issued by the insurance business (7). 


Measurement of Growth writers, require 
coverage; this correction is made on the basis 


Sampling errors are possible in studies based 
of periodic sampling. As more and more em- 


on interviews, and underenumeration may 














Table 8. Health insurance coverage by type of insurance: Number of persons enrolled and rate 
per 1,000 population, 1948-57 
Hospital expense | Surgical expense Regular medical 
| expense 
End of year | 2. 

| Number | Rate per | Number Rate per Number | Rate per 

| (thousands) | 1,000 | (thousands) | 1,000 | (thousands) | 1,000 

} | | 
EER ee © 60, 995. | 420 | 34, 060 | 235 | 12, 895 | 89 
RE SEES RE 66, 044 | 448 | 41, 143 | 279 | 16, 862 | 114 
eee oe 1 eo ae ee ene 76, 961 512 | 54, 477 | 363 | 21, 589 | 144 
PN ie a eck ces ee Seal 85, 991 569 | 65, 535 | 434 | 27, 723 | 184 
1952 __ acaba Ua iia aacaias aadinde | 91, 667 598 | 73, 161 | 477 | 35, 797 | 233 
0 SS eer eee a en ener A 97, 303 | 624 | 80, 982 | 519 | 42, 684 | 274 
SRR meee 101, 493 | 638 | 85, 890 | 540 | 47, 248 | 297 
ERSTE ROEM 107, 662 | 663 91, 927 | 566 | 55, 506 | 342 
Se ae 115, 949 701 | 101, 325 | 613 | 64, 891 | 392 
TET 121, 432 721 | 108, 931 | 647 | 71, 813 | 426 

| | 








Sources: For number enrolled, Health Insurance Council: The Extent of Voluntary Health Insurance Cover- 
age in the United States as of December 31, 1957, p. 11. 

For rates per 1,000, Agnes W. Brewster: Voluntary Health Insurance—Estimated Enrollment and Rates per 
1,000 Population, 1937-1957. Social Security Administration, Division of Program Research, Research and 
Statistics Note No. 26, July 24, 1958, pp. 3-5. 
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ployers include health insurance as a fringe 
benefit, the likelihood of husbands and wives 
each having family coverage when both are 
working is increased. A second area of un- 
certainty arises in connection with dependent 
coverage, since many carriers do not know how 
many children are included in family policies. 
A third area of uncertainty results from fluctu- 
ations in employment in a given occupation, 
which may change the number of persons en- 
titled to benefits at a given moment. 

Finally, the tendency to report coverage in 
round numbers may also exaggerate the actual 
count. In its studies of self-insured union plans, 
the Division of Program Research, Social Se- 
curity Administration, has noted that the re- 
ports received frequently state coverage in such 
round terms as “5,000 members and 14,000 de- 
pendents,” whereas an actual count might yield 
a considerably lower figure (8). 


Comparative Data on Coverage 


In 1953 the household survey made by the 
National Opinion Research Center showed 570 
persons with hospital insurance per 1,000 popu- 
lation. The Health Insurance Council data 
yielded a mid-1953 figure of 611 persons per 
1,000, 41 more persons per 1,000. For 1956 the 
Current Population Survey of the Bureau of 
the Census indicated 636 persons per 1,000 as 
having hospital insurance; the council’s figure 
was 682, or 46 more persons per 1,000. How- 
ever, growth between the two sample survey 
periods was 66 per 1,000 and growth recorded 
by the Health Insurance Council in tlie same 
span of years was 71 per 1,000. These are 
closely corresponding figures. 

Table 8 presents data for the years 1948-57 
from the Health Insurance Council for the 
number of persons estimated to have hospi- 
tal, surgical, and medical expense insurance as 
of December 31 in each of the 10 years. Three 
hundred more persons per 1,000 had hospitali- 
zation insurance at the end of 1957 than at the 
end of 1948, in a period when population rose 
23.2 million. Surgical protection rose even 
more rapidly. The number with any form of 
medical expense insurance increased from less 
than 1 in 10 tomore than 4 in 10. 

These national aggregates do not afford any 
measure of the characteristics of the popula- 
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Table 9. Persons with health insurance per 
1,000 population, by age and sex, July 1953 
and September 1956 








Insured persons Increase in 
per 1,000 number of 

insured 

persons 

Sex and age group| National | Current | per 1,000 
(years) Opinion Popula- | from July 

Research tion 1953 to 

Center Survey, Septem- 

Survey, | Septem- | ber 1956 

July 1953 | ber 1956 
| 








Total population _ - 570 | 636 66 











AS 7 oe 570 | 640 | 70 
Female....._.___. 570 632 62 
Under 65........- 594 661 67 
WRI se a 587 662 75 
Pemale........ . - 613 660 | 47 
Children !_ _ _- 576 | 641 65 
Male........ 569 | 640 71 
Female__-___! 590 | 642 52 
Adults under | | 
653. ..... 605 | 671 66 
Male_______ | 599 | 674 75 
Female_____| 626 | 669 43 
CS and over.........| 311 | 365 | 54 
isin casei 356 | 392 | 36 
ee 267 | 342 | 75 
| 





1 Under age 18 in the National Opinion Research 
Center Survey; under age 14 in the Current Population 
Survey. 

* Aged 18-64 in the National Opinion Research Center 
Survey; aged 14—64 in the Current Population Survey. 


Sources: For 1956 data, same as for table 3; for 
1953 data, reference 6. 


tion that is being increasingly included under 
various health insurance plans. Such infor- 
mation can only be obtained from household 
interview survey data of the kind given in 
tables 6 and 7. Tables 9 and 10 show the extent 
of growth in enrollment recorded by age and 
sex between the September 1956 survey and 
two earlier surveys. 

Between July 1953 and September 1956, the 
number of insured persons per 1,000 in the 
population showed an increase of 66 (table 9). 
Averaged over the 3-plus years, this is an in- 
crease of about 22 persons per 1,000 per year. 
(In this period the population increased by 10 
million, an increase that decidedly offset the 
gross expansion in the number of persons with 
insurance. The population aged 65 and over 
increased by about a million in the same pe- 
riod.) The largest relative increase in any age 
group was registered among women aged 65 
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Table 10. Number of insured persons aged 65 
and over in the Current Population Surveys 
for March 1952 and September 1956 


| 

Increase in 

number of 

insured per- 
sons per 


Number insured 
per 1,000 


Sex and age group | 


(vears) Sep- 1,000 from 
March | tember | March 1952 
1952 1956 |to September 
1956 

65 and over___- mel 263 | 365 | 102 

Male___- 7 302 | 392 | 90 

Female___________|} 228 | 342 | 114 

65-69_____.______- 364 476 112 

RS rn ee 423 498 75 

Female ee ee 309 455 | 146 

70-74____- ae 248 | 363 | 115 

Male___- eek 282 | 395 | 113 

Female___________| 217 | 336 119 

75 and over__-_ ie 150 237 | 87 

Male__ ___- oe 158 | 253 95 
Female 


144| 225 | 81 


Sources: For 1956 data, same as for table 3; for 1952 
data, reference 5. 


and over in which 75 additional persons per 
1,000 raised the proportion insured from 267 
per 1,000 to 342. The smallest increase was 
among men in this same age bracket, 36 per 
1,000. In the other age groupings, the number 
of insured men per 1,000 added in the interim 
was larger than the number of additional in- 
sured women per 1,000. 

With the spread of family coverage in the 
last few years, it would be expected that fe- 
males under age 65, who were found to have a 
larger number insured per 1,000 than males 
in the earlier surveys, would have maintained 
or added to their lead. By the September 1956 
survey, however, younger women were found 
to lag behind men in the proportions insured. 
The differential between men and women was 
reduced, however, between the two survey dates 
for those aged 65 and over. 

The National Opinion Research Center sam- 
ple was relatively small at the higher ages, re- 
ducing the possible significance of the 3-year 
comparison for this age bracket. However, 
rates for the aged found in the March 1952 
Current Population Survey, when compared 
with those of the September 1956 survey, con- 
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firm the improvement in coverage of aged wom- 
en in recent years (table 10). Identical survey 
techniques were used in the two surveys. 

The largest gains in insured persons, 146 per 
1,000, have been achieved among women aged 
65-69. This finding provides strong evidence 
that many persons who were in the age bracket 
60-64 in 1952 and now would be in the age 
bracket 65-69 have maintained the insurance 
coverage they had before they reached their 
65th birthday. As further evidence that older 
people are continuing their insurance, the pro- 
portions with insurance that were found for 
those aged 65-69 in March 1952 are comparable 
to those for the age bracket 70-74 in 1956. - 

Since no survey prior to the September 1956 
study examined the marital status of the in- 
sured population, no conclusions can be drawn 
from tables 9 and 10 as to relative improvement 
in coverage in this respect. 


HOSPITAL UTILIZATION 


Before examining the relation of hospital 
utilization to marital status, a review of the 
reasons why people of different ages are admit- 
ted to hospitals would be helpful. 


Why People Enter Hospiials 


In their analyses of data from the 1956 sur- 
vey, Odoroff and Abbe (9) showed that for the 
population of all ages (both sexes combined) 
approximately a fourth of all admissions were 
for surgery, more than a fifth were for obstet- 
rics, nearly a third were for other causes, and 
only 6 out of 100 admissions were for accidents. 
In their analysis, pediatric admissions were 
separated from the other categories and ac- 
counted for 16 percent of all admissions. 
Their report shows the average stay for surgi- 
‘al procedures as 10.6 days, with accidents av- 
eraging 12.1 days, obstetrics, 4.5 days, pedi- 
atrics, 5.2 days, and other reasons, 9.3 days. 

The annual rates of persons hospitalized are 
lower than annual admission rates since some 
of the persons hospitalized have more than one 
period as a patient. In the total survey popu- 
lation there were 1,174 admissions for each 1,000 
persons hospitalized. In the population 14 and 
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over, insured hospitalized persons had fewer 
admissions than uninsured hospitalized persons, 
and admissions among males, particularly un- 
insured males, exceeded those among females 
per hospitalized person. Multiple admissions 
increased with age. 

However, for present purposes, admission 
rates rather than rates of persons hospitalized 
are more meaningful, since the reason for being 
admitted has significance only in relation to 
each separate hospital stay. 

The data on hospital utilization, admissions 
and length of stay based on household inter- 
views, did not include persons who did not sur- 
vive the year prior to the survey date. As a 
result, the rates underestimate the actual use 
of hospitals by a given population, probably 
by about 25 percent for the aged and somewhat 
less for all ages. 

Table 11 divides hospital admission rates per 
1,000 among four broad categories given by 
respondents in the household interviews as rea- 
sons for having been in the hospital. Four sig- 
nificant facts are discernible from the rates as 
tabulated: (a) insured persons are admitted 
with greater frequency than uninsured persons 
for operations and for all conditions other than 


accidents, and this holds regardless of age or 
sex; (0b) the admission rate for accidents and 
injuries is identical for each of the two age 
groups of males aged 14 and over and 14-64, 
with almost no differences in the rates for in- 
sured and uninsured; (c) the admission rate 
for accidents and injuries among females in the 
age bracket 14-64 is less than half that of males 
of the same ages, while the admission rate for 
accidents among insured females 65 and over is 
twice that for uninsured aged females or for 
insured aged males; and (d) in the age group 
14-64, more insured than uninsured women per 
1,000 were admitted for childbirth. (Although 
one in two admissions was for childbirth among 
uninsured women, only about one in three ad- 
missions among insured women was for this 
reason. ) 

Under age 14 and after age 64 males have 
more admissions for operations per 1,000 than 
females. In fact the rate of admissions for 
operations among elderly males with insurance, 
58 per 1,000, is nearly double that of younger 
insured males. In contrast, among the older 
men the proportion of admissions for accidents 
or for other reasons was about the same whether 
or not there was insurance. This similarity in 
reasons for admission was not found among 












































Table 11. Annual admission rates per 1,000 persons by reason for admission to general hospitals, 
by age, insured status, and sex, noninstitutional population, year ending September 1956 
| 14 years and over 14—64 years 65 years and over 
Sex and reason for | Under aa 
hospital admission | Total 14 | | | | ee 
| years! | Total |Insured| Unin- | Total |Insured| Unin- | Total |Insured| Unin- 
| | | sured | | sured | | sured 
| | } fee @ | 
aaa Gee Se ee ee el a 
Hoth eckes. ............ 101 | 54 | 120 134 93 | 119} 133 89 | 125 | 154 | 10 
Operations... ..= = =.= } 32] 24 35 41 24 35 | 40 23 37 50 | 30 
Accidents and injuries _ | 8 | 6 9 9 9 8 | 8 | 8 14 16 | 13 
Childbirth. ........... a ee 30 33 | 25 34 | 35 | 32 UE! Seer [See 
CO ee cece 39 | 25 46 | 51 | 35 42 | 49 | 27 | 72 86 64 
| | 
eg a Mics 76; 61] 83] 91 68] 75| 85| 53] 139] 155] 129 
Operations........-__| 28 | 26 | 29 34 21 27 | 32 | 17 45 58 | 36 
Accidents and injuries_| 11 | i 6B 12 | 13 12 | 12 13 12 10 | 13 
Other________- a Je oe a oe ae 23 | 82 86 | 80 
| | | 
ee eee! } 124] 48] 152] 176] 115] 158| 177] 121] 110] 151 | 89 
Orerations___-_------ 35; 21) 40; 48/ 27| 41 | 48} 28] 31 43 | 25 
Accidents and injuries.| 6 | 5} 6| 6 | 6| 5 5 4| 16 22 | 13 
Childbirth... _____- i) ee | s7| 63| 48|] 65 68 Ye Geena lca 
Wacsvanaceecwcash MN | 22 | 49 | 57 | 35 | 47 55 | 30 63 86 | 51 
| l | | ' 
1 Data according to insured status were not collected for persons under age 14. 
Note: Due to rounding, not all subtotals add to the totals. 
Source: Same as for table 3. 
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Table 12. Hospital utilization rates by insured status, marital status, and sex of persons 14 years 
of age and over, year ending September 1956 















































Total | Insured | Not insured 
Sex and age group (years) | : 
Married | Not | Married | Not Married Not 
| married | | married | married 
Annual admissions per 1,000 population 
| | __| __| _. | __ | : 
Atal Ce BN OWE ee eh ee eee 89 | 67 | 97 | 72 74 62 
14-64. een neeaesssceneeerseewaes | 84 | 54 | 92 | 64 62 | 41 
Dy. eee aaa eae eee ese ee Speen eee 132 | 158 | 149 | 176 | 119 151 
65-69. Rhee Cee eee ee ee emia 131 | 137 | 144 | 131 114 | 140 
(of ee ee = Oe emai 130 | 139 | 146 | 99 118 | 153 
eer ree eee 137 | 185 | 173 | 273 124 | 157 
Female, 14 and over____---------------- 190 80 | 211 | 88 146 | 72 
] See {-avencasineel 1196 71 | 2214 | 75 3154 | 64 
DIMI ee eee ee eee 110 112 | 134 | 166 93 | 88 
to a ee eh a ae eee 102 93 | 109 149 94 54 
hf Ea erecta acer Sirens <9 a el ee 107 | 108 | 166 | 155 72 86 
75 and over.......--..... able ia dass 139 | 127 | 202 | 196 119 107 
| 
Average days of stay per admission 
| | | | 
Se ee CC: rr 10.8 | 14.6 | 9.6 | 9.6 14.1 20.6 
IPMN eo enue eos ome eee 10.4 11.4 9.5 | 8.4 14.1 | 17.3 
Demet ee eee er ee Sesto 12.5 22.1 | 10.7 | 15.7 | 14.2 | 24.9 
1 | RII RS wt Rete ap ner eae ene rare 12.7 | 36.0 | 10.3 | 19.5 | 16.2 | 43.9 
ares ethane sans 9.4 17.3 | 10.9 | 29.8 | 7.8 | 14.4 
(| Ble Ce nin Bets 15.7 bee 2 | 10.4 i ee ae 20.8 
| | | 
Female, 14 and over___---------------- 6.3 10.8 | 6.3) 10.2 6.5 | 11.6 
ae are SE ee nner ae a 6.1 9.9 | 6.1 | 9.3 | 6.1 | 14.0 
DMN NEN ee eke eee ee Se 11.3 12.5 | 11.4 | il ef 11.3 | 12.4 
Sa ee eee rae .4 12.6 11.3 | 13.9 11.6 10.2 
Es teat ad aeons Picauddneg = bes 10.7 11.5 | 12.3 | 13.3 8.9 9.8 
FO MNIUN fo vnee cee seesaw et i ef 13.2 9.5 | 11.3 12.9 14.2 
| | | 
Annual days per 1,000 population 
| | | | | 
| | 
Male, 14 and over ........-------------- 964 | 979 | 927 | 691 | 1, 047 | 1, 279 
lL ee onset 875 | 616 | 874 | 540 | 878 | 708 
65 and over___-_-- So ieee eee : 1, 651 4; 486 | 1, 598 | 2, 768 1, 694 3, 757 
BR Soa ean Koo ce ckes ee eer 1, 658 4, 937 | 1, 490 | 2, 553 1, 860 6, 147 
ge | a ey ere biel re 1, 223 | 2, 405 1, 594 | 2, 950 923 2, 210 
75 and over____- eee oe Poet e ee 2, 147 | 3, 159 | | 1, 983 | 2, 852 2, 207 3, 258 
| 
Female, 14 and over____- PEL Pe 1, 201 | 868 1, 319 | 897 954 838 
DRE ete acc ee aS ‘1, 198 7Ol | = ° 1,310 | 701 6 940 701 
Le a ee eee eee ree 1, 245 | 1, 402 | 1, 528 | 2, 111 1, 049 1, 090 
i hl ok aereaiicla eatin | 1, 161 1, 170 1,227 | 2, 066 1, 092 551 
NE iil ili gk dcdceatemaagadstt Parka iceesisicignks 1, 149 1, 237 | 2, 048 | 2, 067 640 846 
75 and over____----- pi li a in a 1, 624 | 1, 673 | 1, 924 2, 210 1, 532 1, 519 
165 admissions for childbirth. 2 68 admissions for childbirth. 3 60 admissions for childbirth. 4293 
days for childbirth with an average length of stay of 4.5 days. 5 306 days for childbirth, assuming an average 
length of stay of 4.5 days. 6 270 days for childbirth, assuming an average length of stay of 4.5 days. 


Source: Same as for table 3. 
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older women; the insured older women had a 
greater volume of admissions for each cause of 
admission than the uninsured. 


Relation of Marital Status to Use 


Table 12 shows by sex the annual admissions, 
days of stay per admission, and days per 1,000 
used by married or nonmarried (single, di- 
vorced, or widowed) persons. The insured and 
uninsured are contrasted by marital status. 


Annual Admission Rates 


In the analysis of admissions per 1,000, some 
interesting if not altogether unexpected rela- 
tionships emerge. Among males aged 14 and 
over, or aged 14-64, the married men have a 
higher admission rate than the nonmarried men. 
The average age of the married men may be 
higher than that of the nonmarried group of 
males, and therefore differences in health that 
come with age may account for at least part 
of the difference in admission rates. This seems 
to be the case among insured males in this age 
bracket, for the average hospital stay of those 
who were married was 1.1 days longer than 
among those who were not married. This does 
not serve to explain the very low admission rate 
coupled with a relatively long stay found among 
uninsured nonmarried males. Seemingly this 
group entered the hospital only when so seri- 
ously ill that a prolonged stay was often neces- 
sary. Also it may reflect the absence of a wife 
concerned with tha health of her spouse and 
alert to a condition that needed immediate hos- 
pital care. 

Mortality data by marital status in the con- 
tinental United States for 1957, collected by the 
National Office of Vital Statistics, Public 
Health Service, are available for the first time 
since 1953 (table 13). A comparison of the 
2 years shows that death rates by marital status 
have remained about the same, and that “in 
each age group, for both sexes, the death rate 
for unmarried persons is higher than for mar- 
ried persons. ... For both the married and 
the unmarried, the age-specific death rates for 
males are higher than the corresponding rates 
for females” (10a). 

It would appear that with or without health 
insurance or hospital utilization, marital status 
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is related to health, as the Abel-Smith and Tit- 
muss study concluded (7), and that single non- 
married males have a less favorable health 
outlook. 

In the male group 65 and over, in which the 
average age of married and nonmarried men 
is undoubtedly more similar, single men have 
higher hospital admission rates, and the differ- 
ence between the married and nonmarried 
group increases with advancing age (table 12). 
The absence of a spouse probably made use of 
the hospital unavoidable in some instances. 
These differences are found whether or not the 
patient has insurance, although two exceptions 
occur: the insured married men aged 65-69 and 
70-74 in the sample have a higher admission 
rate than the corresponding nonmarried men 
but do not remain so long in the hospital. For 
the 70-74 group in particular, the figures may 
well be due to sampling error. 

Like the men, married women aged 14 and 
over use hospitals more often than single 
women, even when childbirth is excluded. 
Married insured women aged 14-64 used hos- 
pitals at a very high rate since more than one 


Table 13. Estimated death rates per 1,000 by 
marital status, age, and sex: United States, 
1953 and 1957 * 





Unmarried 

Married (single, wid- 

Sex and age group owed, and 
(years) divorced) 





19572 | 19532 | 19572 | 1953 2 


| 











Male, 20 and over: 


7 1.5 1.4 2.3 | 5 
2, a ee 1.5 1.6 3.4 4.0 
ne +S Pe 8.3 8.1 
S| 8.2 8.9 19.1 18.2 
bo-6@.......-..<.| 2023 21.4 37.6 31.9 
Ly ens Ware. 42.0 68.7 65.8 
75 and over-_-_---- 101.2 91.9 | 136.0 146.9 


yo) ea 0.7 0.7 1.0 1.3 
(a 1.0 aes 2.3 2:3 
5 2.1 233 Al 4.1 
1, | 4.7 5.3 7.8 8.3 
i. a re ies 11.0 11.8 15.4 15:2 
io? re 28.2 26.5 34.8 35.6 
75 and over... -.- 67.3 68.4 | 106.0 105.1 

















1 Deaths in continental United States only. 
2 Rates based on population estimated as of July 1 
for each year. 


Source: Reference 10b. 
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in five was admitted in the course of the 12 
months. Even though 68 of the 214 admissions 
per 1,000 recorded for these women were for 
childbirth, there still remained 146 admissions 
per 1,000 for other causes, nearly double the 
rate of 75 for the unmarried insured women. 

All the admission rates of aged uninsured 
women are much lower than the rates of the 
corresponding groups of aged uninsured men. 

Like the men, at the older ages insured 
women who are not married enter hospitals 
with greater frequency than insured married 
women. Single insured women make more use 
of hospitals than any other group. In addi- 
tion, unlike the older men, uninsured older 
women who are not married are somewhat less 
likely to be admitted to hospitals than unin- 
sured married women. Since aged widows are 
found in great numbers in this age group, there 
appears to be a relationship between Jow 
income, no insurance protection, and lack of 
hospital care. 

The presence or absence of insurance appears 
to have a differential effect on hospital admis- 
sions depending on sex and age. Among 
males aged 14-64, the fact that they are mar- 
ried increases admission to hospitals to about 
the same extent as the fact that they have insur- 
ance protection. Among the women in this 
age bracket, even after excluding admissions 
for childbirth, the fact that they are married 
appears to increase admissions decidedly. The 
presence of insurance further increases the non- 
obstetrical admissions of married women, while 
the presence or absence of insurance has little 
effect on the proportion of nonmarried women 
admitted to hospitals. Being married in- 
creases admissions from 50 percent (among the 
uninsured) to 100 percent (among the insured) 
over their nonmarried counterparts. Married 
insured women enter hospitals 2.3 times as 
often as single uninsured women. 

After age 65, insurance ownership increases 
admissions somewhat among married men but 
has little effect on unmarried men. Among 
elderly women, the presence of insurance is 
more important than the presence or absence 
of a spouse in increasing hospital admissions. 

When hospital admissions are broken down 
into smaller age groups for the total group, the 
admission rates for both sexes combined are 
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highest in the childbearing years 25-34 
(table 14). 
Length of Stay 


Admission rates to hospitals reveal only part 
of the picture, however. With only three 
exceptions (insured men in the age groups 
14-64 and 75 and over and uninsured women 
in the age group 65-69) the unmarried patients 
average longer stays in the hospital than the 
married patients (table 12). Among the male 
group the uninsured married men in general 
remain longer on the average than the insured 
married men; the same is true when the insured 
and uninsured who are not married are com- 
pared. In the latter case, the average stay is 
considerably longer for the patient group con- 
taining the uninsured who are not married. 
The differences in average length of stay 
between married or not married and insured 
or not insured is not nearly so decided nor so 
consistent among the women. 

Length of stay per admission rose consistently 
with increasing age, except for minor deviations 
after age 69 where the sample size probably 
caused some variation. Nevertheless, the aver- 
age stay for the total hospitalized population 
did not exceed 20 days in any age group (table 
14). 

If males and females are compared by age- 
sex-marital status groupings (table 12), the 
average for males in some categories after age 
65 was higher than 20 days (in the unmarried 
and, in some cases, the uninsured categories). 
Stays of all durations from a day or two to 
practically a full year were included in the 
survey data. 

Annual Rates in Days 

Volume of hospital care in annual days used 
per 1,000 was higher for insured than uninsured 
in almost every age group (table 14). The in- 
sured population as a whole used 83 more days 
per 1,000 than the uninsured. 

The third part of table 12 provides contrasts 
between married and nonmarried persons in the 
annual days of hospital care used. Relatively 
low use of hospital days was recorded for all the 
sategories for the unmarried at the younger 
ages, and among aged uninsured women, wheth- 
er or not they were married. 
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Table 14. 


Hospital utilization rates by insured status and age group, year ending September 1956 





Annual admissions per 1,000 | 
population | 


Age group (years) 





Total | Insured | Uninsured | 


All ages_____- 101 | =113 | 








73 
Under 14_________- 54 69 | 28 
a 119 123 | 109 
95-34... .......! 162 171 | 132 | 
2) ee 109 118 | 80 | 
a a | 93 | 104 | 64 | 
en aa | 104) 116 | 74 | 
65 and over_-_--.--. | 125 | 154 | 108 
65-69____________| 114 | 135 | 95 
70-74_______- at 119 148 | 103 
75 and over____-- 142 | 205 | 122 


Average days of stay per 


~ 
—_— 


Annual days per 1,000 


admission population 





Total | Insured | Uninsured; Total | Insured | Uninsured 
| 


| | 

8. 0 | 7.4 | 10. 3 | 808 | 836 753 
S| 4.7 | 7.1 279 | 323 | 200 
5 | §. 2 | 6. 3 | 649 | 640 | 687 
1 5. 9 | 7.0 991 | 1,009 | 924 
4 | 8.2 9.3 912 | 968 | 744 
| 9.0 | 13. 9 | 926 | 936 890 
£2.87 16.8 | 1,331 | 1,369 1, 243 
124) | 56 | 1,746) 1, 856-| 1, 683 
5} 121] 19.8 | 1,764 | 1, 636 | 1, 881 
Si %S 10.0 | 1,364] 1,950 | 1, 029 
5 10. | 2 012 


9 | 16.5 | 2,066 | 2, 241 | 





Source: Same as for table 38. 


In sharp contrast either with unmarried 
women or with married men is the volume of 
hospital care recorded per 1,000 older unmarried 
men, whether insured or not. Their rate ex- 
ceeds even the rate of women in the childbearing 
years. In fact, more than 6 days annually per 
capita were used by unmarried uninsured men 
aged 65-69. In this same age bracket, unin- 
sured married men accounted for less than 2 
days per capita, and uninsured unmarried 
women used only about one-half day per capita 
in the survey year. 


SUMMARY 


As of September 1956, the civilian noninsti- 
tutional population residing in the continental 
United States had the following characteristics 
with respect to marital status, health insurance, 
and hospital utilization : 

About two-thirds of the total population had 
some form of health insurance protection, one- 
third had none. 

Nearly two-thirds of those under 65 had 
health insurance in some form; only 36 percent 
of those over 65 were insured. 

Among the aged, the proportion with insur- 
ance declined with advancing age, so that fewer 
than one-fourth were insured among those 75 
and over. 

Of the insured aged, that is 65 years and 
over, 1 in 4 had only hospitalization insurance, 
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whereas among those under 65, only 1 in 8 had 
benefits limited to hospitalization. 

Of the insured population, 95 percent were 
under 65; 30 percent were under 14. Ninety- 
four percent were white; 6 percent nonwhite. 
Of those 14 and over, 63 percent were in the 
labor force; 88 percent of the insured men and 
40 percent of the insured women were working 
or looking for work. Since approximately 
equal numbers of married men and married 
women were insured in the 14-64 age group, it 
is obvious that many of the women obtained 
their insurance by virtue of their husband’s 
employment. 

Of the uninsured population, 15 percent were 
aged over 65, 85 percent under 65, and 29 per- 
cent under 14. Nineteen percent were non- 
white. Of those over 14, only 51 percent were 
in the labor force, 73 percent of the men and 32 
percent of the women. Four in 10 were not 
married, and 1 in 10 was both over 65 and not 
married. ‘Twenty-two percent of the women 
were 65 and over, most of them neither in the 
labor force nor married. 

The uninsured include large proportions who 
are not gainfully employed as well as many of 
the aged who have only small retirement in- 
comes or no incomes. The uninsured, there- 
fore, appear to be difficult to enroll under any 
of the usual methods of group enrollment used 
by insurance companies and plans. 

The aged insured were heavily concentrated 
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in the age bracket 65-69. Although only 38 
percent of the aged population fell in this age 
group, half of the insured aged population was 
found in it, and less than a third of the unin- 
sured aged population. 

The aged insured population was almost en- 
tirely white; only 3 percent were nonwhite. 
Nine percent of the uninsured aged population 
was nonwhite. 

The findings from the September 1956 survey 
and the comparison with the March 1952 survey 
point to the conclusion that persons entering the 
retirement years continue the health insurance 
they obtained when they were younger if it 
is possible to do so. A fairly high level of in- 
surance protection exists among persons in the 
labor force and among married persons. Lack- 
ing such protection are those with low incomes 
and those who are neither in the labor force 
nor married to a person who is or has recently 
been in the labor ferce. 

Among the insured, hospital admissions were 
more frequent than for the uninsured but the 
stay was shorter. Average stay for the insured 
was 7.4 days; for the uninsured, 10.3 days. 
Average stay for both groups combined was 8 
days. Insured persons used 83 more days of 
hospital care per 1,000 than uninsured persons 
in the course of a year. 

Admission rates were highest at age 25-34 for 
the total group; admissions for maternity dur- 
ing the childbearing years affected the rate for 
both sexes combined. 

Length of stay per admission rose with in- 
creasing age. The average stay per admission 
never exceeded 20 days in any age group. 

The volume of hospital care, that is, the an- 
nual rate per 1,000, was higher for older un- 
married men, whether insured or not, than for 
married men or unmarried women. It ex- 
ceeded even the rate of women in childbear- 
ing years. 

Between the ages of 14 and 64 marriage 
appeared to be a factor associated with greater 
use of days of hospital care, whereas insurance 
ownership had no appreciable effect, except 
among married women. After age 64, the 
greatest impact on days of hospital care among 
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the men appeared to be related to their wife- 
lessness and not to their having or not having 
insurance. Among aged women both marital 
status and insurance had an impact; single in- 
sured women were the largest users of days of 
hospital care; single uninsured women were 
also generally the smallest users, particularly 
in the 65-69 age group. 
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Observations on Asian Influenza 


on Two Alaskan Islands 


ROBERT N. PHILIP, M.D., WILLARD T. WEEKS, M.D., KARL R. REINHARD, Ph.D., 
DAVID B. LACKMAN, Ph.D., and CAROLYN FRENCH, R.N. 


N OCTOBER 1957, the variant of type A 
influenza virus commonly referred to as 

Asian virus was widely prevalent in larger 
urban centers and many native villages of 
Alaska. A second wave of influenza was noted 
early in 1958 in a few villages in southern 
Alaska which had previously escaped the dis- 
sase. The overall influenza morbidity in the 
State is not precisely known but undoubtedly 
was high. The general mildness of the disease 
was reflected in influenza and pneumonia mor- 
tality rates. They were only slightly higher 
during October than normally expected for that 
month, according to the Alaska Department of 
Health. 

Influenza likewise occurred in several remote 
island communities of Alaska, two of which 
were St. Paul, Pribilof Islands, and Gambell, 
St. Lawrence Island, where opportunity was af- 
forded for rather complete investigation. Re- 
sults of the investigation reported here are of 
interest because the communities were more iso- 
lated than those populations from which most 
information on Asian influenza has been de- 
rived. This isolation facilitated tracing the 
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mode of introduction of disease into each vil- 
lage. Attack rates were extremely high, and 
the frequency of pulmonary complications in 
St. Paul was higher than observed generally. 


Background 


St. Paul Island is in the Bering Sea approx- 
imately 250 miles northwest of the Aleutian 
chain (fig. 1). The chief mode of travel to 
St. Paul is by weekly commercial air service 
from Cold Bay on the Alaska Peninsula. 
Travel by boat is limited to infrequent visits by 
U.S. Fish and Wildlife Service and Coast 
Guard vessels. The neighboring island com- 
munity of St. George is only 50 miles from St. 
Paul, but there was no traffic between them dur- 
ing the outbreak in St. Paul. Consequently, 
influenza did not occur in St. George. 

St. Paul village is comprised of some 350 
residents most of whom are predominantly of 
Aleut descent. The chief industry is fur seal- 
ing under U.S. Fish and Wildlife Service juris- 
diction, and the majority of the few non-native 
residents are employees of this agency. The 
village is compact. The dwellings are gener- 
ally multiroom and clean, have most of the 
modern conveniences, and reflect the prosper- 
ity of the community. Village ties within ra- 
cial groups are close, and there is much social 
interchange among households (defined as one 
or more persons living as a family group 
under a single roof). Community life centers 
around the school, church, movie theater, store, 
and commissary. The residents are well nour- 
ished and warmly clothed. Their health needs 
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Figure !. 


The State of Alaska, with St. Lawrence, Sit. Paul, and 


St. George Islands. 
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are served by a Public Health Service physi- 
cian in a small clinic-hospital. 

St. Lawrence Island is in the northern part 
of the Bering Sea approximately 120 miles 
from Alaska and 40 miles from Siberia (fig. 1). 
It is inhabited by some 550 Eskimos residing in 
two communities of similar size, Gambel]l and 
Savoonga. At the time of the outbreak, all 
transportation to the island was by biweekly 
commercial air service from Nome, Alaska, to 
Gambell, and all persons traveling to Savoonga 
pass through Gambell. The Eskimo residents 
are gregarious, and their villages are usually 
composed of single-room frame houses which 
are crowded and poorly constructed in com- 
parison with housing in St. Paul. Commu- 
nity life centers around the school, mission, na- 
tive store, and National Guard armory. Health 
services for the island are administered directly 
by an Alaska Department of Health nurse who 
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resides in Gambell. Illnesses requiring hos- 
pitalization are referred to the Public Health 
Service’s Alaska Native Hospital, Kotzebue. 

Influenza occurred in Savoonga also shortly 
after it was introduced into Gambell. How- 
ever, details of the outbreak in Savoonga were 
not sufficiently complete to merit inclusion in 
this report. 


Methods 


Clinical observations were based on 192 pa- 
tients (65 percent of the total 294 cases) who 
were seen at the clinic during the outbreak in 
St. Paul. Detailed clinical observations were 
not obtained in Gambell. 
servations were obtained in St. Paul by a sur- 
vey of all households immediately after the 
epidemic, and in Gambell, primarily from 
health department nursing records and a ean- 
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vass of all households 1 and 3 months after the 
outbreak. The majority of illnesses were at- 
tended by the nurse who recorded dates and 
major symptoms. Dates of occurrence of un- 
attended illnesses were obtained in retrospect 
by relating them to onsets of attended illnesses 
among household associates. 

Serologic observations in St. Paul were based 
on blood serums obtained from 152 persons by 
Dr. C. M. Eklund, Rocky Mountain Labora- 
tory, Hamilton, Mont., during his investigation 
of an outbreak of poliomyelitis in 1954 (7), 
and serums obtained by Weeks from 30 persons 
1 to 2 months after the outbreak. Although 
postepidemic serums in St. Paul were obtained 
from few persons, most of whom were adults, 
and donors were not selected on the basis of 
occurrence of illness during the outbreak, it is 
felt that the test results are probably repre- 
sentative of adult age groups. 

Gambell observations were based on serums 
obtained from 85 persons during investigation 
of a mumps epidemic 3 months prior to the 
influenza outbreak (2) and from 125 persons 
3 months after the outbreak. Persons con- 
tributing blood specimens prior to the out- 
breaks were selected only on the basis of avail- 
ability, cooperativeness, and age. Proportion- 
ately fewer serums were obtained from children 
under 6 years of age than other age groups. 
Postepidemic serums in Gambell were obtained 
from all available persons, approximately 6 
years or older, who were willing to contribute 
blood specimens. 

Testing was carried out by the hemagglutina- 
tion inhibition (HI) technique in the manner 
recommended by Jensen (37) with his suggested 
modifications (4). Potassium periodate was 
used to inactivate nonspecific inhibitors to influ- 
enza viruses in the serums. Antibody titers are 
recorded as the final serum dilutions giving in- 
hibitions. Although serums obtained prior to 
and after the outbreak in each village were not 
tested simultaneously, human serums of known 
titers to each test antigen were included as 
controls in each test. 

The influenza virus strains used as HI test 
antigens included swine (Shope), A/PR8, A/ 
1520 (a Denver-like <A’ strain isolated in 
Hamilton, Mont., March 1956), and A/Jap/ 
305/57 (Asian). Antigens were prepared by 
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Figure 2. Number of ilinesses occurring daily 
during the St. Paul and Gambell influenza out- 
breaks, 1957. 





ST. PAUL ISLAND 
(ILLNESSES - 294) 











x pe em ot ] — 
o 
340+ 
at GAMBELL, ST. LAWRENCE ISLAND 

30 (ILLNESSES - 262) 

20+ 

| 

OT 3 5 7 9 223 50a 9324680246 B 

OCTOBER - ae + NOVEMBER —— 
DAY 


allantoic inoculation of virus seed into 10-day 
embryonated chicken eggs. After 4 days’ in- 
cubation, allantoic fluids were harvested and 
titrated by hemagglutination against known 
antiserums. Eight hemagglutinating units of 
antigen were used in the test. 

Pharyngeal swabs were obtained for culture 
from 38 ill persons during the latter stages of 
the outbreak in St. Paul. These were immedi- 
ately planted in stock culture agar (Difco) 
slants and held at approximately 4° C. for 3 
to 6 days until they could be transported to the 
Infectious Disease Laboratory, Arctic Health 
Research Center, Anchorage, for processing 
and bacteriological identification. 

Figure 2 shows the chronological occurrence 
of illness during each outbreak. Two hundred 
and ninety-four (82 percent) of 358 St. Paul 
residents were ill between October 11 and No- 
vember 2. Two hundred and sixty-two (87 per- 
cent) of 300 Gambell residents were ill between 
October 30 and November 18. Each outbreak 
was sharp, carried high risk of attack, and 
lasted approximately 3 weeks. The epidemic 
curves are similar and are characteristic of 
influenza. 


Source of Outbreaks 


Logs of all incoming traffic are maintained in 
each community. Examination of the St. Paul 
log and careful questioning of each passenger 
indicated that influenza was introduced into 
the village October 10 when four persons ar- 
rived by plane from Cold Bay, Alaska Penin- 
sula. Since two of the passengers had influ- 
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enza-like illnesses October 20 and 22, they were 
not considered to be sources of the outbreak. 
A third passenger (A. M.) had departed from 
the Navy base, Adak, Aleutian Islands, October 
9, and had stayed overnight at Cold Bay while 
awaiting transportation to St. Paul. In Cold 
Bay, at noon time on October 10, he met the 
fourth passenger (S. M.) en route from Anchor- 
age, where he had just been discharged from 
the Army. Thetwo men were closely associated 
during the subsequent 3-hour delay at Cold 
Bay and the 2-hour flight to St. Paul. 

Approximately 8 hours after arrival, A. M. 
developed an influenza-like illness and all mem- 
bers of his family subsequently had similar ill- 
nesses, four beginning October 12 and one 
October 15. Meanwhile, S. M. celebrated his 
discharge and was jailed at noon, October 11, 
for disorderly conduct. He remained in jail 
until October 29, except for visits to the clinic 
for treatment of an influenza-like illness which 
began October 12. He could not have been an 
effective source of illness to the village. 

The evidence, therefore, indicates that A. M. 
was probably the source of the outbreak. In 


Table 1. Occurrence of illness during St. Paul 
and Gambell influenza outbreaks, by age and 
sex, 1957 


St. Paul Gambell 
Age and sex : ee | 


| Number !| Per- | Number !) Per- 


cent | cent 
Age (years) | 

Under 1____- : 7/11 64 12/13 | 92 
ifn wenncal. eee 89 41/42 98 
G0... __.....| 42/45 | 93 | 53/56 | 95 
10-14___..._......| 45/48 | 94 33/36 | 92 
15-19__ ses 21/27 | 78} 13/14 | 93 
29-90............| 27750 80 | 30/39 | 77 
SD iiaicincciwincinrecs | 41/50] 82] 22/32] 69 
40-49__.......-.-| 31/39] 79] 19/24 | 79 
00... | 12/17| 71 15/18 | 83 
ENE 6/15 | 40 | 14/15 93 
eae | 3/3 | 100 | 7/8 88 
80 and over_..._.|-..-..--- TER 3/3 100 

Sex | 
Male.__________- | 160/196 | 82 | 138/156 88 
Female. ________. | 134/162 | 83 | 124/144 | 86 

a 294/358 82 | 262/300 | 87 





1 Numerator represents persons with illness; denomi- 
nator represents persons at risk. 
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Table 2. Occurrence of illness during the St. 
Paul influenza outbreak, by race according to 
age and sex, 1957 














| White Aleut 
| | Ss 
Age and sex | | | 
| Num- Per- | Num- Per- 
ber } | cent ber } cent 
Age (years) | 
Under 5_____-- 0/2) O| 46/53 87 
SS | ae eee emer | 3/4 75 | 105/116 91 
20-39... =--<..=.] 3/10 | 30 | 85/99 86 
40 and over_-__-__- | 1/14 | 8 | 51/60 85 
Sex | | | 
Male___..______- | 6/17 | 35 | 154/179 86 
Female__________ 1/13 8 | 133/149 89 


Total......| 7/30| 23 | 287/328] 88 





1 Numerator represents persons with illness; de- 
nominator represents persons at risk. 


view of the fact that the two servicemen were 
not closely associated after arrival in the vil- 
lage, it is possible that A. M. was infectious to 
S. M. during the incubation period (8-12 hours 
prior to onset of symptoms). 

The airline schedule showed that influenza 
was probably introduced into Gambell October 
31 when a flight arrived from Nome carrying 
four passengers, all residents of Gambell and 
members of the National Guard who were re- 
turning from a course of training at Fort Ord, 
Calif. Three of the guardsmen had influenza- 
like illnesses in California. Upon arrival in 
Anchorage October 30, the fourth passenger 
developed influenza-like symptoms which con- 
tinued after his arrival in Gambell. Seven 
members of his househoid and three neighbors 
became ill November 1, 2, 4, 6, and 7. The 
evidence, therefore, suggests that the fourth 
passenger acquired influenza from exposure be- 
fore arrival in Alaska and was the direct source 
of the outbreak in Gambell. 


Patterns of Morbidity 


Five hundred and fifty-six (84 percent) of 
658 residents in both villages were ill during 
the outbreaks. Attack rates were slightly 
lower in St. Paul than in Gambell. However, 
there were similar patterns of attack by age 
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and sex, that is, risk of illness was only slightly 
greater for children than adults, and there was 
no difference between males and females (table 
E}. 

Table 2 compares the proportion of white and 
Aleut residents of St. Paul who were ill. 
Attack rates were similar among the 328 St. 
Paul Aleuts and 300 Gambell Eskimos (table 
1) but distinctly lower among the 30 St. Paul 
white residents. 

It is believed that the lower attack rate in 
white persons was at least partially due to their 
less frequent and intense exposure to the dis- 
ease. There was little intermingling of white 
with other St. Paul residents except in the 
school and places of occupation. Nearly one- 
half of initial household cases occurred among 
school children, suggesting that the school 
played an important role in dissemination of 
the disease in the community. Of 14 white 
households (comprising an average of 2.1 per- 
sons), only 5 had illnesses. Two of the five had 
school children, whereas all nine households 
without illnesses consisted wholly of adults. 
On the other hand, all but 1 of 61 native house- 
holds (comprising an average of 5.4 persons) 
had illnesses, and most of these households had 
school children. 


Clinical Observations 


The illnesses were generally mild and clini- 
cally characteristic of influenza in less remote 
populations. Figure 3 shows the frequency of 
various symptoms among 192 ill persons who 
were medically attended in St. Paul. Fever 


Figure 3. Frequency of major symptoms 
among 194 influenza patients in St. Paul, 
1957. 
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and cough were almost universal. The maxi- 
mum recorded temperatures of febrile illnesses 
ranged from 99° F. to 106° F., with a mean 
maximum of 101.5° F. Thirty-seven percent 
of ill persons had productive cough, and it is 
noteworthy that 7 percent had hemoptysis. 
Painful deglutition was not observed, but many 
patients complained of “scratchy” throats. 
Nearly one-third complained of chest pain, 
usually substernal. Epistaxis was infrequent, 
but several individuals had severe nosebleeds 
which stubbornly resisted control. Earaches, 
predominately in children, complicated 14 per- 
cent of illnesses. Few of these progressed to 
drainage. 

Of particular importance was the high fre- 
quency of lower respiratory complications 
(table 3). Since nearly all severely ill per- 
sons very likely sought medical care, frequen- 
cies were based on total illnesses by age and sex. 
One-third of illnesses had pulmonary or bron- 
chial complications. Frequency of such com- 
plications, particularly those which were most 
severe, correlated directly with increasing age. 
Complications were equally frequent among 
males and females. Ten persons were hos- 
pitalized for pneumonia which was confirmed 
by chest X-ray. Five other persons had X-ray 
evidence and eight had clinical findings sug- 
gestive of pneumonia. Thus, 23 persons had 
pulmonary complications. There was no cor- 
relation between occurrence of lower respira- 
tory complications and the presence of poten- 
tially pathogenic bacteria in the throats of 38 
patients from whom cultures were obtained. 

Two deaths were attributed to complications 
of influenza during the St. Paul outbreak. A 
78-year-old man developed pneumonia compli- 
cated by congestive failure 9 days after onset 
of influenza. He died on the 11th day of ill- 
ness despite intensive antibiotic therapy. A 
27-year-old man developed right, middle lobe 
pneumonia 3 days after onset of influenza. A1- 
though he was hospitalized and given massive 
doses of antibiotics, including penicillin, tetra- 
cycline, streptomycin, and chloramphenicol, he 
steadily became worse and died on the third 
hospital day. A pure culture of Staphylococ- 
cus aureus, Which was resistant in vitro to the 
antibiotics administered, was obtained from 
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Table 3. 


Total 
Age and sex ill 
Age (years) 
Under 10 ae 87 
10-19 . ae 64 
20-29 ae ; 45 
30-39 ees eee | 40 | 
40—49_ ete Lacan _____| 30 | 
50-59 gee eat ee eee 12 
60 and over_____- _ : —— __| 9 
Sex | 
Male__- ae, ees nee 154 
Female ees a ae oe 133 
‘is | a 287 


Frequency of lower respiratory tract complications among Aleuts with illness during the 
St. Paul influenza outbreak, by age and sex, 1957 





Lower respiratory tract complications 


Mild 2 Total 


Severe ! 


Number! Percent | Number! Percent | Number} Percent 


I 15 17 16 18 
2 3 18 28 20 | 31 
4 9 13 29 17 38 
7 18 7 18 14 | 35 
3 10 13 43 | 16 | 53 
2 17 5 42 7 58 
4 44 11 5 56 
14 9 39 25 53 | 34 
9 7 33 25 42 32 
23 8 72 25 95 | 33 


| 





1 Patients who had either X-ray evidence of pneumonia or cough productive of “rusty’ 


or both. 


, ’ 


or “bloody” sputum, 


2 Patients other than those classified ‘‘severe’’ who had chest pain, abnormal pulmonary signs, or productive 


cough, or both. 

bronchial aspirations. It is presumed _ that 
death was due to an overwhelming secondary 
infection by this agent. 

The proportion of St. Lawrence Eskimos who 
had pulmonary complications is not known. 
There were, however, no deaths, and the health 
department nurse gained the impression from 
clinical observation that complications were 


infrequent. 


Prior Experience With Influenza 


In view of the high morbidity during the 
two outbreaks, it was of interest to determine 
prior experience of these population groups 
with influenza A. There is, to our knowledge, 
no historical evidence that influenza occurred 
on St. Lawrence Island in 1918-19. Examina- 
tion of medical logbooks, kept daily on all per- 
sons receiving clinical care on St. Paul Island 
during the years 1918-20, showed no evidence 
of an outbreak which could have been influenza. 
Figure 4 shows the proportion of persons in 
ach village who had specific preepidemic IT] 
antibody titers to preexisting strains of influ- 
enza A (including swine, A/PR8, and A’) 
according to three broad age groups. ‘The ma- 
jority of persons tested in each village, includ- 
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ing those 37 years of age or older, had no 
demonstrable swine antibodies. These results 
may be contrasted with the serologic findings 
by Lackman that persons from Montana and 
Idaho who were born prior to 1920 had a high 
prevalence of swine antibodies (4). 

Few persons in either village born after 1944 
had demonstrable HI titers to A/PR8, whereas 
most persons born prior to 1944 had such anti- 
bodies. Several residents stated that an out- 
break similar to that in 1957 occurred in St. 
Paul during the early 1940's. No information 


Figure 4. Percentage of tested persons with 
preepidemic HI antibody titers equal to or 
greater than specified against influenza A 
strains of past years. 
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is available on such an outbreak on St. 
Lawrence. 

Nearly all persons tested in both villages had 
demonstrable antibodies to influenza A’ indi- 
‘ating recent occurrence of the disease. Since 
serums were not obtained from very young chil- 
dren, the precise date of the last occurrence of 
influenza A’ could not be determined. 


Other Serologic Observations 


Asian influenza infection rates could not be 
obtained by serologic methods because mono- 
valent vaccines containing 200 chicken cell ag- 
glutinating (CCA) units of Asian virus per 
milliliter were administered during each out- 
break. In St. Paul, two weekly 0.2-ml. doses 
of vaccine were given intracutaneously to each 
of 68 well persons beginning October 21, 12 
days prior to onset of the last case. Likewise, 
single 0.1-ml. doses were given intracutaneously 
to 47 well Gambell residents, November 14, 4 
days prior to onset of the last case. Obviously, 
there was insufficient time for vaccines to affect 
the course of the outbreaks. However, it was 
impossible to differentiate naturally acquired 
from artificially induced Asian strain antibodies 
among vaccinated persons. 

Table 4 shows the distribution of HI titers 
to Asian influenza among vaccinated and non- 
vaccinated persons before and after the out- 


Figure 5. Percentage of persons with stated 
preepidemic hemagglutination inhibition an- 
tibody levels to influenza A strains who were 
ill during St. Paul and Gambell influenza out- 
breaks, 1957. 
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breaks in each village. It is evident that de- 
monstrable titers were infrequent and when 
present were low prior to the outbreak. In 
contrast, most nonvaccinated as well as vac- 
cinated persons had demonstrable antibodies, 
generally of high titer, after the outbreaks. 


Table 4. Distribution of hemagglutination inhibition titers against Asian (A/Jap/305) strain among 
St. Paul and Gambell residents before and after the 1957 influenza outbreaks 














Num- Number of serums with titers (reciprocals) | Percent 
berof |... aioe > CAS. __| 40 or 
Place and time of titration serums | | | | higher 
tested | Under 40 | 80 | 160 320. | Over | of total 
40 | | 320 =| tested 
St. Paul | 
1954:! | | | 
Unvaceinated 152 | 129 | 7 12 | 0 0 15 
December 1957: 2 | 
Unvaccinated 21 0 0 2 12 6 1 | 100 
Vaccinated | 9 l 0 3 3 | 2 0 89 
Cambell 
Julv 1957:! 
Unvaccinated | 85 | 80 3 2 0 0 0 6 
February 1958: 2 | 
Unvaccinated_ 100 | 24 10 16 32 | 14 4 | 
' Vaccinated ; 25 6 2 4 yi 3 3 | 76 
! Before the outbreak. 2 After the outbreak. 
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Serums were obtained during the outbreak in 
St. Paul from 16 persons with illness. Only 
three had demonstrable A/Jap/305/57 anti- 
Data not shown have established that 
there were no essential differences in prevalence 
of HI antibodies to the other influenza strains 
before and after the outbreaks. 

The magnitude of the outbreaks in each vil- 
lage and the evidence that residents had had 
extensive experience with type A influenza in 
the past strongly indicate that prior infection 
conferred no immunity to influenza in 1957. 
Figure 5 shows the proportion of persons who 
were ill grouped according to their preepidemic 
HI antibody levels to A/PR8 and A’ strains. 


bodies. 


Discussion 


Influenza morbidity rates were generally 
higher in 1957 than during any influenza epi- 
demic in recent years. An estimated 25 percent 
of the population of the United States was at- 
tacked (6). Rates ranging from 10 to 70 per- 
cent were reported in population groups of 
varying composition and size elsewhere in the 
world (7-1/4). However, to our knowledge, 
illness rates during the St. Paul and Gambell 
outbreaks were as high as any thus far reported. 

The fact that each outbreak arose from a 
single introduction of virus, the date of which 
could be identified, afforded unusual oppor- 
tunity for identifying the precise time limits 
of virus activity in each community. On the 
basis of the short duration of 3 weeks and the 
sharpness of epidemic curves, as well as clinical 
characteristics of illness, there is no doubt that 
nearly all illnesses occurring within this time 
were influenza. This raises the question as to 
why influenza morbidity was so high in these 
population groups. 

The frequent and intense exposure resulting 
from unusually close community ties was highly 
favorable for rapid and wide dispersion of 
Asian virus. There was daily contact between 
households either at work, at school, at church, 
at play, or during social activities. 

Lack of experience with preexisting influenza 
A strains could not have been responsible for 
the high attack rates. Not only had residents 
of each village been exposed to type A and A’ 
strains but they actually had a higher preva- 
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lence of HI antibodies than various population 
groups of comparable age in other North- 
western States (5). 

The differences between attack rates in chil- 
dren and adults were not so striking as those 
noted by others (7, 10,14,15). Such differences 
are thought to reflect a broadening of experi- 
ence with increasing age to the various anti- 
genic components of influenza A virus (7). 
Older children and adults in these two villages 
had experienced both type A and A’ infections, 
whereas young children had been exposed only 
to A’ virus. However, there was no evidence 
on the basis of circulating HI antibody levels 
to indicate that past experience with either 
type A or A’ strains reduced the risk of attack 
by Asian influenza. The degree of immunity 
may be related to intensity of exposure. It is 
possible that exposure was so intense during 
these outbreaks that immunity acquired from 
prior influenza A infections was not sufficient 
in most instances to prevent attack against the 
radically different Asian strain. 

It was observed that swine HI antibodies 
were infrequent in St. Paul and absent in Gam- 
bell adults born prior to 1920. This is in con- 
trast with the high prevalence of swine anti- 
bodies in this age group in most areas (4, 16- 
18). Ina negative way this supports the hy- 
pothesis that a swine-like strain of influenza A 
virus was responsible for the 1918-19 pandemic 
since there was no evidence to indicate that the 
disease occurred in either community. This 
question is being investigated further during 
antibody surveys in other Alaskan native com- 
munities. In a small Indian village where 
approximately 20 percent of the population 
succumbed to influenza in 1918, all of 10 persons 
born prior to 1922 had swine HI antibodies in 
titers ranging from 1:40 to 1:320, whereas 
only 1 of 22 persons born after 1922 had such 
antibodies. 

The frequency of pulmonary complications 
during the St. Paul outbreak was somewhat 
greater than that generally observed with Asian 
influenza (6,7). However, severity of illness 
was not comparable to that during the 1918-19 
pandemic or during the outbreak of influenza 
in 1949 among Eskimos of Victoria Island, 
Canada (19), where 20 percent died. There 
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was no clinical evidence to suggest that any of 
the 23 cases of pneumonia in St. Paul were viral 
in origin or that the epidemic strain was any 
more virulent than Asian strains encountered 
elsewhere in 1957. 


Summary 


Asian influenza outbreaks occurred during 
October and November 1957 in the remote com- 
munities, St. Paul, Pribilof Islands, and 
Gambell, St. Lawrence Island, Alaska. Intro- 
duction of virus into each village could be dated 
precisely and in each instance was attributed 
to a returning serviceman. 

Two hundred and ninety-four (82 percent) 
of 358 St. Paul residents and 262 (87 percent) 
of 300 Gambell Eskimos were ill during the out- 
breaks. Attack rates were higher among the 
Aleut than the white residents of St. Paul. At- 
tack rates were higher among children than 
adults, but the difference was not so great as 
generally noted with Asian influenza. 

The disease was generally mild and clinically 
similar to influenza noted elsewhere. There 
were two deaths in St. Paul. Pulmonary com- 
plications were somewhat more frequent than 
generally noted. There was, however, no evi- 
dence that such complications were viral in 
origin or that the epidemic strain of virus was 
more virulent than observed elsewhere. 

Both villages had high prevalence, prior to 
the outbreaks, of HI antibodies to type A and 
A’ influenza. Distribution of these antibodies 
by age indicated that type A influenza last oc- 
curred in 1943-44 and A’ within recent years. 
Antibodies to the swine strain were infrequent 
in all age groups, and there was no historical 
evidence to indicate that influenza occurred in 
either community in 1918-19. Persons with 
type A and A’ antibodies were as susceptible to 
illness during the outbreaks as persons without 
these antibodies. Prevalence of Asian influ- 
enza HI antibodies was low before but high 
after each outbreak. 
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Outbreak of Gastroenteritis 
Caused by 5. typhimurium 


Acquired From Turkeys 


DonaLp C. Macket, MLS. 
Frep J. Payne, M.D. 
Carv I. Pmxkre, M.D. 


N OUTBREAK of gastroenteritis in a 
large, maximum-security penal institution 
afforded an opportunity to obtain additional 
evidence on the spread of Salmonella typhimu- 
rium by turkeys. In this instance the turkeys 
apparently were recontaminated after they 
were cooked. 

Circumstantial evidence accumulated during 
recent studies indicates that fowl may be the 
vehicle of etiological agents in some outbreaks 
of diarrhea (/—5). Seldom, however, have the 
epidemiological indications been corroborated 
by bacteriological data, partly because the sus- 
pected items of food were not available when 
investigations were undertaken. 

Nevertheless, it is manifest from observations 
that fowl may serve as the vehicle of Sa/mo- 
nella. In astudy by Mosher and others (6) tur- 
keys were implicated as the source of Salmonella 
infections on epidemiological grounds. In a 
5-year study of the occurrence of Salmonella 
in fowl, Galton and associates recovered the 
organism from 14.5 percent of 434 chickens and 
turkeys examined (7). In one phase of the 
study they found that 16 percent of 1,244 speci- 
mens from fowl in 3 poultry processing plants 
were positive for Salmonella. The highest per- 
centage of isolations were from the edible vis- 
cera, and SN. typhimurium was the most preva- 
lent type. 


Description of the Outbreak 

The outbreak first became evident during the 
afternoon and evening of November 27, 1954, 
when a number of prisoners reported to the 
hospital clinic complaining of severe nausea, 
vomiting, cramps, and diarrhea. Tempera- 
tures ranged from 99.6° F. to 104° F., and white 
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blood cell counts from 10,000 to 14,000 per cubic 
millimeter. No gross blood was noted in the 
stools. The illness was short except for those 
patients with sustained fever. Reports of ill- 
ness characterized by these symptoms contin- 
ued through November 30. Approximately 
200 cases among the 2,700 prisoners were re- 
ported, 30 of the patients requiring hospital- 
ization. Most of the ill persons were among 
the 300 men who worked in the prison mess or 
in the hospital. 

Although an epidemic of food poisoning, 
presumably caused by Sa/monella, was suspect- 
ed when the first series of cases was reported, 
food histories obtained initially yielded few 
clues. The turkey left over from Thanksgiving 
dinner on November 25 was suspected since 
the prisoners involved had access to the kitchen 
and could have taken leftover food. ‘This sus- 
picion was confirmed later by two patients who 
reported that they were offered turkey sand- 
wiches by fellow prisoners on November 27. In 
an unsigned questionnaire completed Decem- 
ber 3 by 155 of the prisoners who had been ill, 
25 admitted eating turkey other than that 
served at the Thanksgiving meal (see chart). 

On November 29, when intensive investiga- 
tion of the epidemic began, specimens on rectal 
swabs were obtained from 20 of the more 
acutely ill patients in the hospital. These were 
plated directly on SS agar and inoculated into 
tetrathionate broth to which brilliant green 
dye was added. After 18 hours incubation at 
37° C., the broths were streaked to brilliant 
green agar. Sixteen, or 80 percent, of these cul- 
tures were positive for S. typhimurium. In 
vitro disk sensitivity tests indicated that the 
organisms isolated were sensitive to oxytetra- 
cycline. Therapy was started by administering 
this drug to 21 patients who had sustained fever. 





Mr. Mackel, bacteriologist-epidemiologist, and Dr. 
Payne, an epidemiologist, were with the Enteric Dis- 
ease Investigations Unit, Epidemiology Branch of 
the Communicable Disease Center; Atlanta, Ga., at 
the time of this study. Dr. Payne was chief of the 
unit. Both are currently assigned to the Communi- 
cable Disease Center Field Station, Phoenix, Ariz. 
Dr. Pirkle is medical director, Bureau of Medical 
Services, Atlanta. 
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Proportion of persons who admitted eating left- 
over turkey during outbreak of gastroenteritis. 
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Date of onset 


An initial treatment of 2 gm. was given, fol- 
lowed by 1 gm. per day for 6 days. 

The mess steward who sliced the turkey 
Thanksgiving morning became ill Friday after- 
noon, November 26. He reported that he had 
eaten a considerable amount of turkey while 
slicing it. His specimen was positive for S. 
typhimurium. ‘This was apparently the first 
illness in the outbreak. 

On November 29 and 30, illness was reported 
among some of the prison officers who on No- 
vember 26 and 27 had eaten sandwiches which 
were prepared from turkey left from the 
Thanksgiving meal. Visits to the homes of the 
guards on sick leave revealed five ill persons, 
all of whom had eaten the turkey sandwiches 
but only one of whom had eaten turkey at the 
Thanksgiving meal. Cultures of specimens 
taken from all five were positive for S. 
typhimurium. 

On the third day of the investigation, Decem- 
ber 1, rectal swabs were obtained from 300 mess 
personnel who handled food. These swabs 
were placed in brilliant green tetrathionate 
broth. After incubation the broths were plated 
on brilliant green agar. Of these, 100, or 33 
percent, were positive for S. typhimurium. 
About 40 percent of the persons infected denied 
enteric symptoms. 

All of the infected food handlers were re- 
moved from mess duty and submitted speci- 
mens daily until two consecutive examinations 
were negative. The persistence of infections 
is shown in the table. Assuming infection oc- 
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curred on November 28, 30 percent of the pa- 
tients harbored S. typhimurium for at least 14 
days, and one person was positive after 4 
months. Most of the individuals were not fol- 
lowed after two consecutive negative tests, but 
some who remained negative were continued at 
their request. No specimens were collected 
after 4 months. 

Turkeys intended for the Thanksgiving din- 
ner were delivered by a large meatpacking 
company on November 15. When, soon after 
delivery, the mess steward noticed that the tur- 
keys were unfrozen, the supplier was requested 
to pick up these birds and to replace them with 
frozen turkeys. ‘The replacements were re- 
ceived November 19, and the frozen turkeys 
were held at 28° F. until prepared in the prison 
butcher shop on November 24, the day before 
Thanksgiving. After roasting, the turkeys 
were returned to the butcher shop and sliced on 
the same chopping block where they were pre- 
pared for roasting. The block allegedly was 
cleaned with soap and water between the two 
operations. 


Persistence of Salmonella typhimurium infection 
in 100 patients, determined by rectal swab 
culture 





| Patients with positive 
cultures 


Days tollowing infection 


Number Percent 


Initial 100 | 100 


iy 30 30 
24. - : 13 | 13 
: ) 6 | 6 
65... 3 | 3 
100 by I 
121 1 | I 


Slicing began about one o’clock Thanksgiving 
morning, November 25, and continued until just 
prior to dinner. The slices were placed in large 
pans about 6 inches deep and weighed. The 
amount necessary for dinner was steamed at 
220° F. under pressure for 10 minutes. The 
turkey not needed for the meal was returned 
to the refrigerator without reheating. Turkey 
which was not reheated and that which re- 
mained on the serving line after dinner was 
used for the officers’ lunches. Apparently, 
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large amounts of this turkey also were obtained 
surreptitiously by the prisoners. 

With the assistance of officials from the Food 
and Drug Administration, swabs were taken 
from various areas in the kitchen on November 
30. The meat chopping block, other utensils, 
and the handles of knives used in cutting the 
meat were examined. Swabs were placed in 
brilliant green tetrathionate broth and streaked 
to brilliant green agar. All the cultures were 
negative for Salmonella. 

None of the sliced turkey was available for 
examination, but the uncooked necks had been 
frozen for use in soup. One dozen of the frozen 
necks were selected randomly, divided into four 
pools, and homogenized in a food blender with 
150 ml. of brilliant green tetrathionate broth in 
each pool. S. typhimurium was recovered from 
one of the four pools. 


Discussion 


Epidemiological and bacteriological data in- 
dicate that this outbreak of gastroenteritis was 
caused by turkey meat infected with S. typhi- 
The case studies indicate that illness 
occurred only in the group who had eaten the 
turkey which was not reheated after being 
sliced. This strongly suggests that (a) the tur- 
keys were infected originally, (2) the chopping 
block was contaminated when the birds were 


murium. 


prepared for roasting, and (c) the cooked birds 
were recontaminated from the chopping block. 
Reheating apparently was sufficient to destroy 
Salmonella on the contaminated meat. 

The severity and duration of symptoms in 
this outbreak are consistent and characteristic 
of S. typhimurium infections. Patients treated 
with oxytetracycline responded well clinically. 
The persistence of infections compares closely 
with those reported by Mosher and others (6), 
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who observed an infection 4 months after the 
beginning of an outbreak. 


Summary 


Studies were made of an outbreak of gastro- 
enteritis involving about 300 inmates of a penal 
institution. All of the patients investigated 
had eaten roasted turkey which had been sliced 
on the same chopping block on which the un- 
cooked fowl had been prepared. No other per- 
sons became ill after eating only reheated meat 
from the same birds. 

Salmonella typhimurium was recovered from 
more than 100 persons who had eaten the con- 
taminated meat and from turkey necks which 
had been frozen. 
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Legal note .. . Municipal Control of Air Pollution 


Constitutionality of Detroit Smoke Control Ordinance upheld in case involving municipal 
control of air pollution by vessels in interstate commerce. Huron Portland Cement Co. Vv. 


City of Detroit, 93 N.W. 2d 888 (1959). 


The Smoke Abatement Code of the City of 
Detroit makes it unlawful to permit the emission 
within that city of smoke of a density equal to 
or greater than that designated as No. 2 on the 
Ringlemann Chart, and provides penalties for 
its violation. 

A complaint filed by the city charged the 
Huron Portland Cement Co. with permitting 
two of its steamships operating in interstate 
commerce to emit dense smoke at the Port of 
Detroit contrary to the provisions of the code. 
The company then sued to enjoin the prosecu- 
tion of the complaint, claiming the ordinance 
unconstitutional except insofar as any objec- 
tionable smoke was caused by the improper 
firing or other improper use of the equipment of 
the vessel. The court denied the injunction and 
held that the ordinance was constitutional. The 
company then appealed to the Supreme Court of 
the State of Michigan, claiming that (a) in the 
exercise of its power to control interstate com- 
merce Congress had preempted the field by 
providing for inspection and control of Ameri- 
‘an vessels on the Great Lakes, and (4) even if 
there had been no preemption by congressional 
action, the Detroit. ordinance unduly burdened 
interstate and foreign commerce in matters 
where uniformity was necessary. The Supreme 
Court of Michigan rejected the contentions of 
the company and upheld the ordinance. 

The constitutional grant of authority in Con- 
gress to regulate interstate and foreign com- 
merce, the court noted, does not preclude all 
State action which may indirectly or inciden- 
tally affect that commerce. Unless it conflicts 
with or is superseded by legislation of Congress 
in the exercise of its superior authority in this 
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area, and as long as its effect on interstate com- 
merce is only indirect and incidental, legitimate 
and reasonable State action with respect to a 
matter of local or internal concern is valid as 
an exercise of the police power of the State. 

The court declared that the Federal legisla- 
tion involved (46 U.S.C.A. Ch. 14) was intended 
primarily for the protection and safety of ves- 
sels, their passengers, crew, and cargo, and not 
designed or enacted for the protection of persons 
or property on land. The Smoke Abatement 
Code, the court held, was, on the other hand, in- 
tended solely to protect the health and welfare 
of the residents of Detroit by preventing the 
emission of dense smoke into the air, and it was 
not intended as a regulation of interstate com- 
merce. In view of the differing subject matter, 
the Federal and local laws were thus held not 
to be in conflict, and the effect, if any, of the local 
ordinance on interstate commerce was declared 
to be only incidental to its purpose. 

Turning to the question of the appropriate- 
ness of local air pollution ordinances as a rea- 
sonable exercise of the police power, the court 
stated that “by now it is sufficiently clear with- 
out citation of authority that excessive air pol- 
lution by dense smoke cannot be anything but 
harmful to the health and welfare of the com- 
munity.” The court also noted the increasing 
national concern with air pollution and referred 
to the Federal Air Pollution Research and 
Technical Assistance Act of 1955 (42 U.S.C. 
1857) as indicating congressional approval and 
encouragement of local action to abate air 
pollution. 

Recognizing the needs of our industrial so- 
ciety, however, the court concluded that a smoke 
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control ordinance may be said to be reasonable 
if it does not unduly hamper industry. Thus, 
the court conjectured, if the ordinance had at- 
tempted to prevent the emission of all smoke 
or if adequate means of smoke control were not 
available, another question might have been 
raised. The Detroit ordinance, however, the 
court pointed out, sought to outlaw only the 
emission of smoke of such density as to be read- 


With respect to the company’s second conten- 
tion, the need for uniformity, the court reasoned 
that the Detroit ordinance should not be held 
invalid simply because of the possibility that 
ordinances at other ports, applicable to the com- 
pany’s vessels, might be more stringent and re- 
quire changes in equipment. It was suggested 
that the company might avoid this possibility 
by employing the most modern devices avail- 


ily prevented by the use of modern smoke able to reduce smoke to the least possible den- 


equipment. The court stated, “All it costs is sity. Although the court conceded that the sub- 
money.” It concluded that the ordinance was ject might well call for uniform Federal legis- 


lation, short of such action, the court held the 
Detroit ordinance was within the proper exer- 
cise of the police power. 


a reasonable exercise of local police power and 
did not unduly interfere with interstate com- 
merce. 


A Bulwark Against Senility 


Philadelphia has undertaken a constructive experiment to prevent 
mental deterioration among the aged. 

In an effort to demonstrate that senility is not inevitable and can 
be prevented, the Frederic R. Mann Recreation Center was opened in 
November 1958. The first of its kind in the Nation, the center provides 
to adults 60 years of age and older who are capable of traveling to and 
from the center unaided, the services of an occupational therapist, 
three recreation leaders, a psychiatrist, psychologist, psychiatric so- 
cial worker, public health nurse, and physician. It has a capacity of 
200. 

The idea grew from studies by Dr. Maurice E. Linden, director of 
mental health in the Philadelphia Department of Public Health, who 
found that one-third of all mental hospital admissions in the city were 
in the upper age group. 

Dr. Linden has long held that senility is a misnomer. It is his belief 
that aged persons need not break down mentally if they are given 
a constructive social environment and opportunity to develop hobbies 
and other occupational, mental, and social interests. 

The center is a cooperative enterprise of the Pennsylvania State De- 
partment of Public Welfare and the Departments of Public Health 
and Recreation of Philadelphia. 

An article describing the center’s activities will appear in a forth- 
coming issue of Public Health Reports. 
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a Symptoms 








of on public health 


Hot and humid working conditions 
increase fatigue in workers, en- 
danger their health, and diminish 
their efficiency, observes Dr. Lucien 
Brouha of the Haskell Laboratory of 
Industrial Toxicology, Wilmington, 
Del. 

He points out the need for efficient 
ventilation, properly insulated 
sources of heat, screens, special 
clothing, and special tools and 
methods to enable men to work as 
far as possible from a source of heat, 
rest periods in cooled and dehumidi- 
fied air, and a measured intake of 
water in the right quantity and at 
the right time. 

Water should be drunk from cups, 
he says, to cut down on amount of 
swallowed air and to permit meas- 
urement. He feels also that salt loss 
ean generally be offset by adding 
enough salt to the food at every 
meal. 


«» 


The first positive proof that mam- 
malian embryos are extremely sen- 
sitive to X-rays in the earliest phases 
of development following conception 
has been obtained by Columbia Uni- 
versity radiobiology researchers, 
Prof. Roberts Rugh and his assist- 
ant Erica Grupp. 


«» 


Experiments on fish suggest that 
an outlet for primary aggressiveness 
may be as important as love. Dr. 
Konrad Lorenz, head of the Max 
Planck Institute for Comparative 
Ethnology, found that the cichlid, 
a tropical fish, will kill his mate un- 
less other fish are around as victims. 
The attack need not be physical; the 
cichlid needs only to see other fish 
for his aggressions to have an outlet. 
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More than a third of 88 million 
automobile drivers in this country 
have below-average vision, and 15 
percent of that group have eyesight 
so poor they are dangerous drivers, 
the Better Vision Institute reports. 
One major criticism of standard eye 
tests for licenses, they said, is that 
both examinee and chart are motion- 
less, without regard to the effect of 
speed on visual perception. 

«» 


According to the New York Inter- 

departmental Health Resources 

3oard, 4 out of 5 hospitals in New 

York State, and 9 out of 10 in New 

York City, refuse to admit alcoholics. 
«» 


The Office of Vocational Rehabili- 
tation reports a record of 74,320 per- 
sons rehabilitated during fiscal year 
1958, 3,880 more than in 1957. An 
additional 18,584 have been prepared 
for work but have not yet found 
employment. 

Estimates indicate that the men 
and women rehabilitated during the 
year will increase their earnings 
from $22 million to about $148 mil- 
lion in their first full year of em- 
ployment. They will contribute 
about 114 million man-hours to the 
Nation’s labor force. 

Nearly 15,000 of these people had 
been receiving public assistance at 
an annual cost of $14 million, 
whereas the total, one-time cost of 
rehabilitating them was about $13 
million. 


«» 


Vermont’s Alcoholic Rehabilita- 
tion Commission uses brief case 
histories and entries from the 
journal of a caseworker in the latest 
report on its activities. 


The new alcoholics’ rehabilitation 
program in Washington, D.C., has re- 
sulted in a saving of $12,000 a month, 
municipal court officials estimate. 
At least 150 persons per month are 
referred for treatment instead of 
being sent to prison, not only help- 
ing alcoholics but saving jail costs 
of $2.87 a day per patient. 

«» 


A 2-year study by the New Jersey 
State National Council indicates that 
4 out of 5 New Jersey teenagers eat 
poorly, but boys are better nourished 
than girls. Only 1 out of 10 high 
school girls drinks enough milk, and 
more than one-fourth of the girls 
and one-seventh of the boys had 
eaten no breakfast the day before 
they were questioned. Many lack 
vegetables and fruits rich in vitamin 
C in their diets. 


«» 


Aged stroke victims are walking 
out of D.C. General Hospital in 
Washington, D.C., capable of com- 
plete self-care. Of 3,000 stroke 
victims admitted to the hospital in 
the last 8 years, 90 percent responded 
to vigorous restorative treatment. 
Their stay in the hospital has been 
cut in half with treatment and, when 
released, they remain active in their 
homes. 

The patients who retrogressed 
after leaving the hospital were found 
to be in homes of well-meaning but 
ill-informed relatives who insisted 
that the stroke victim return to bed. 

«» 

One in six of New York’s families 
is ill-clothed, ill-housed, and ill-fed, 
finds the State’s Interdepartmental 
Committee on Low Incomes. The 
committee urges more attention to 
rehabilitation of the aged, the handi- 
capped, and the mentally ill in a war 
against poverty. 


«» 


Slipping and tripping, rather than 
stumbling on obstructions, are the 
chief causes of falls on steps and 
stairways in farm homes, reports 
the Michigan Experiment Station, 
U.S. Department of Agriculture. 
The finish or covering material on 
stairs and the uniformity of steps 
are important safety considerations. 
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Federal Publications 


Natural Fluoride Content of Com- 
munal Water Supplies in the United 
States. PHS Publication No. 655; 
1959; 111 pages; 60 cents. 

The 1,903 communities listed in 
this census of naturally fluoridated 
water supplies have at least one 
water source containing 0.7 ppm or 
more fluoride, the minimum level for 
optimum protection from dental 
caries. 

Statistical information is pre- 
sented for naturally fluoridated 
water sources by fluoride content, 
State, and size of community. 


Health Statistics From the U.S. Na- 
tional Health Survey. Impairments 
by type, sex, and age. United 
States, July 1957—June 1958. PHS 
Publication No. 584-B9; 1959; 28 
pages; 25 cents. 

Estimates of visual, hearing, and 
speech defects, loss of extremities, 
paralysis, and other neurological or 
orthopedic defects and abnormalities 
are presented. The tables show im- 
pairments involving bed disability 
days and the number and percent of 
impairments caused by injury. 
Medical care status and major ac- 
tivity of handicapped persons are 
also tabulated. 

Appendixes carry technical notes 
on methods, definitions, and coding 
classifications, and the question- 
naire on which the information was 
obtained. 


Annual Report, U.S. Department of 
Health, Education, and Welfare, 
1958. HEW Publication (Unnum- 
bered) ; 1959; 262 pages; 75 cents. 

Progress and cooperation comprise 
the theme of the Secretary’s report 
to the President. 

Activities of the Social Security 
Administration, Public Health Serv- 
ice, Office of Education, Food and 
Drug Administration, Office of Voca- 
tional Rehabilitation, and Saint 
Elizabeths Hospital are described in 
detail. Short discourses on the 
functions of the American Printing 
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House for the Blind, Gallaudet Col- 
lege, and Howard University are also 
presented. 

Pointing out that international 
programs exist in all phases of the 
Department’s work, the report em- 
phasizes the basic needs of all 


peoples. 


Glaucoma References. PHS Pub- 
lication No. 664; 1959; 15 pages; 10 
cents. 

Methods used in diagnosing early 
glaucoma, medical and_ surgical 
treatment, hereditary and geriatric 
factors, glaucoma surveys, commu- 
nity casefinding programs, and 
vision conservation programs are the 
major topics of this annotated bib- 
liography for professional workers 
and students in the field of public 
health. 

Pertinent films and pamphlets are 
also cited with brief descriptions of 
their content, use, and availability. 
Annotations are grouped under the 
major categories of community as- 
spects, clinical aspects, films, and 
pamphlets. 


Salaries of Local Public Health 
Workers, August 1958. PHS Pub- 
lication No. 656; 1959; 40 pages. 

Data in this report, taken from 
questionnaires submitted to local 
health departments, boards of educéa- 
tion, and nonofficial health agencies, 
cover salaries of some 12 occupa- 
tional groups of professional person- 
nel. Frequency distributions of sal- 
aries are shown by population of 
area served and by Bureau of Census 
region. 


Scientific Directory and Annual 
Bibliography, National Institutes of 
Health, 1959. PHS Publication 
No. 667 (Public Health Bibliography 
Series No. 24); 1959; 100 pages. 
Listing all key personnel, staff 
members with doctorate degrees, 
and visting scientists with tenure of 
a year or more, the directory reflects 
the organizational structure of the 


National Institutes of Health, Pub- 
lic Health Service, as of February 
1959. 

The bibliography itemizes papers 
published during 1958 which present 
original work of scientists at the In- 
stitutes. Alphabetized by senior 
author with the entries listed under 
the organizational entity to which he 
was attached when the work was 
done, it indicates the accomplish- 
ments of each unit. 

Individual contributions are rec- 
ognized in the alphabetical index of 
all authors and names in the 
directory. 


The National Cancer Institute. PHS 
Publication No. 458; revised 1959; 
24 pages; 20 cents. 

Organization and functions of the 
National Cancer Institute, National 
Institutes of Health, are discussed 
in detail. Included are descriptions 
of the types of research conducted, 
the national chemotherapy program, 
and programs to assist in early di- 
agnosis and treatment of cancer. 
Specific information is given about 
professional training and research 


grants. 


Screening for Glaucoma. PIS 
Publication No. 666; 1959; 23 pages; 
25 cents. 

Hight glaucoma detection pro- 
grams conducted in various com- 
munities prior to February 1957 are 
deseribed. Directed to those plan- 
ning casefinding surveys, this book- 
let covers sponsorship, test popula- 
tion and procedures, referral, and 
followup techniques. 

A summary of operations and find- 
ings is given for each program 
discussed. 


Manual of Recommended Practice 
for Sanitary Control of the Shell- 
fish Industry. Part I. Sanitation of 
shellfish growing areas. PHS Pub- 
lication No. 383; revised 1959; by 
Eugene T. Jensen; 36 pages; 45 
cents. : 

Administrative and technical pro- 
cedures for the States, Public Health 
Service, and shellfish industry are 
suggested. Separate sections deal 
with laboratory methods, growing 
area survey and classification, prep- 
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aration of shellfish for marketing, 
and control of harvesting from 
closed areas. Information on bac- 
teriological criteria and inspection 
of certified shippers is provided in 
the appendixes. 

A companion to PHS Publication 
No. 33, part II, 1957 revision, this 
manual supersedes its 1946 edition. 
Both parts were prepared with as- 
sistance from State shellfish control 
agencies, industry associations, and 
interested U.S. and Canadian Fed- 
eral agencies. 


Indians on Federal Reservations in 
the United States. A digest. Aber- 
deen Area. PHS Publication No. 
615, part 3; 1959; 73 pages. 

srief information about Federal 
Indian Reservations in Nebraska, 
North Dakota, South Dakota, Iowa, 
Michigan, Minnesota, and Wisconsin 
is contained in this digest. The 
population groups, their homes, edu- 
cation, and income, and their health 
status and services are discussed. 
Included also is a description of the 
location, ownership, and topography 
of reservation land. 


Review of the Second Conference 
on Progress and Potentials in Lep- 
rosy Investigations. PHS Publica- 
tion No. 641; 1958; 36 pages. 

Abstracts of selected papers pro- 
vide a brief review of conference 
highlights. A substantial portion 
discuss the deficiencies in knowledge 
about leprosy. Other reports deal 
with clinical observations, evalua- 
tion studies, and the epidemiological 
and immunological aspects. The 
discussions of obscure mycobacterial 
diseases of man and animals are also 
covered. 


Bibliography of Military Psychi- 
atry, 1952-1958. PHS Publication 
No. 693; 1959; by Charles Roos and 
Jeannette Barry; 83 pages. 


“sp 


A continuation of the sibli- 
ography of Military Psychiatry, 
1947-52,” these 736 references re- 
late directly to the military situa- 
tion or involve United States mili- 
tary personnel. They are arranged 
in 17 categories and many are brief- 
ly annotated. An author index is 
provided. 
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Although intended primarily for 
military psychiatrists and psycholo- 
gists, this bibliography should be a 
useful tool for civilian mental 
health personnel and = medical 
librarians. 


Seasonal Variations of Births in the 
United States, 1948—54. Vital Sta- 
tistics—Special Reports; Selected 
Studies; vol. 47, No. 4; Apr. 24, 
1959; pages 127-143. 

Current seasonal patterns in the 
birth rate are obtained and com- 
parisons made between the years 
covered and earlier years. Sup- 
ported by tables and charts, they 
show variations between races and 
different geographic regions of the 
Nation. 

Derivation of a seasonal index 
and its use in adjusting series of 
monthly birth rates are demonstrat- 
ed. Types of fluctuations and dif- 
ferent methods of computing the in- 
dex are also considered. 


Highlights of Progress in Mental 
Health Research, 1958. PHS Pub- 
lication No. 659; 1959; 40 pages; 20 
cents, 

Selected studies by the National 
Institute of Mental Health’s scien- 
tists and grantees during 1958 are 
described. Areas covered include 
biological and behavorial aspects of 
schizophrenia, biochemical bases of 
behavior, brain and behavior, learn- 
ing and perception, psychopharma- 
cology, and drugs and_ behavior. 
Epidemiology, personality develop- 
ment, the child’s relation to his fam- 
ily, the disturbed child, alcoholism, 
aging, and pSychosomatics are also 
included. 

The work and findings discussed 
point up the multidisciplinary ap- 
proach that has characterized mental 
health research during the past few 
years. 


Grant and Award Programs of the 
Public Health Service. Volume I. 
Policy and information statement on 
research grants. PHS Publication 
No. 415; revised 1959; 19 pages. 
Purpose and availability, applica- 
tion procedures, restrictions, and 
other details are described. In ad- 
dition to general information, spe- 


cific information is given about 
grants for pilot projects, construct- 
ing and equipping health research 
facilities, and field investigations in 
cancer, neurological and sensory dis- 
orders, and mental health. 


Organization and Staffing for Local 
Health Services, January 1, 1958. 
PHS Publication No. 682; 1959; by 
Clifford H. Greve and Josephine R. 
Campbell; 60 pages; 40 cents. 

The organization and staffing of 
1,480 local health units are analyzed. 

Tables and charts show extent 
of coverage of the Nation by locai 
health organizations, selected char- 
acteristics of organized areas, finan- 
cial capacity of those areas and 
their expenditures for public health, 
and public health personnel em- 
ployed by official health agencies 
and by other official agencies. 


VD Fact Sheet. PHS Publication 
No. 341; 15th revision; 1959; 22 
pages. Latest statistics on venereal 
disease. incidence, prevalence, and 
treatment. Supersedes previously 
published data. 

Tuberculosis. PHS Publication No. 
30 (Health Information Series No. 
33); revised 1959; 13 pages; 10 
cents, $6.50 per 100. Revised to em- 
phasize the newest developments in 
detection and treatment. Also de- 
scribes the bacillus, its transmission, 
and the course of the disease, dis- 
pelling many popular beliefs about 
tuberculosis. 





This section carries announcements of 
new publications prepared by the Pub- 
lic Health Service and of selected publica- 
tions prepared with Federal support. 

Unless otherwise indicated, publications 
for which prices are quoted are for sale 
by the Superintendent of Documents, U. S. 
Government Printing Office, Washington 
25, D. C. Orders should be accompanied 
by cash, check, or money order and should 
fully identify the publication. Public 
Health Service publications which do not 
carry price quotations, as well as single 
sample copies of those for which prices 
are shown, can be obtained without 
charge from the Public Inquiries Branch, 
Office of Information, Public Health 
Service, Washington 25, D. C. 

The Public Health Service does not sup- 
ply publications other than its own. 
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QUESTIONS AND ANSWERS ON SMALLPOX AND VAC- 
CINATION 


By J. P. LEAKE, Surgeon, United States Public Health Service 


The following questions are not infrequently asked by physicians 
in regard to variola and its prevention. Part of the answers given 
are supported by good evidence, part by conclusive evidence, but 
much, unfortunately, is only opinion, a personal weighing of such 
evidence as is at hand; yet each of the questions should have a tenta- 
tive answer, according to the best light available. Further informa- 
tion may change the answers given here. Though for nearly every 
statement that can be made concerning smallpox some support can 
be found in the literature, a few of the observations here recorded 
are original. It is hoped that many of the gaps in our knowledge 
of smallpox and vaccination may soon be filled. Of all infectious 
diseases prevalent in the United States this disease is the most 
completely preventable by public health measures. 

1. What is the best method of vaccination? 

Probably the ‘multiple pressure or prick”? method.! This 
consists of a shallow, tangential pricking of the cleansed, 
but not irritated, skin with a needle, through a drop of small- 
pox vaccine, covering an area not greater than one-eighth 
of an inch (3 millimeters) in diameter. This gives little chance 
of accidental infection and the eruption is typical. Acetone 
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Dr. J. P. Leake provided specific and detailed answers to 23 questions about 
smallpox. He covered vaccination techniques, reactions, and complications, 
the necessity and methods for protecting vaccine potency, and the diagnosis, 
course, and virulence of the disease. 
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